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MORTUARY 


E.  H.  VanDeusen,  M.  D.,  Kalamazoo,  Mich.    Died  July  6,  1909. 
B.  D.  Eastman,  M.  D.,  Topeka,  Kans.    Died  Sept.  11,  1909. 
W.  C.  Krauss,  M.  D.,  Buffalo,  N.  Y.    Died  Sept.  21,  1909. 
W.  A.  Gordon,  M.  D.,  Winnebago,  Wis.    Died  October,  1909. 
M.  J.  Stack,  M-  D.,  Washington,  D.  C.    Died  Oct.  17,  1909. 
Henry  M.  Weeks,  M.  D.,  Spring  City,  Pa.    Died  Dec.  16,  1909. 
John  A.  Beauchamp,  M.  D.,  Nashville,  Tenn.    Died  Feb.  27,  1910. 
James  Rutherford,  M.  D.,  Dumfries,  Scotland.    Died  Mar.  8,  1910. 

0.  M.  Dewing,  M.  D.,  Brooklyn,  N.  Y.    Died  Mar.  14,  1910. 
Bigelow  T.  Sanborn,  M.  D.,  Augusta,  Me.    Died  Apr.  18,  1910. 
James  B.  Ayer,  M.  D.,  Boston,  Mass.    Died  May  14,  1910. 
Louis  C.  Pettit,  M.  D.,  New  York,  N.  Y.    Died  June  10,  1910. 
Dwight  R.  Burrell,  M.  D.,  Canandaigua,  N.  Y.    Died  June  i8,  1910. 
George  F.  Cook,  M.  D.,  Oxford,  Ohio.    Died  Sept.  21,  1910. 
William  P.  Letchworth,  LL.  D.,  Castile,  N.  Y.     Died. 

Uranus  0.  Wingate,  M.  D.,  Milwaukee,  Wis.    Died  February  18,  1911. 

1.  W.  Blackburn,  M.  D.,  Washington,  D.  C.    Died  June  18,  191 1. 
A.  J.  Lyons,  M.  D.,  Spencer,  W.  Va.     Died  June  i,  1911. 

J.  Elvin  Courtney,  M,  D.,  Denver,  Col.    Died  June  22,  191 1. 

J.  N.  Whitaker,  M.  D.,  Milledgeville,  Ga.    Died  August  11,  1911. 

Robert  E.  Doran,  M.  D.,  Brooklyn,  N.  Y.    Died  Sept.  23,  191 1. 

George  F.  Jelly,  M.  D.,  Boston,  Mass.    Died  Oct.  24,  191 1. 

D.  R.  Wallace,  M.  D.,  Waco,  Tex.    Died  Nov.  22,  191 1. 

James  McKee,  M.  D.,  Raleigh,  N.  C.    Died  January  10,  1912. 

Morris  S.  Guth,  M.  D,,  Erie,  Pa.    Died  March  27,  191 2. 

Horace  W.  Eggleston,  M.  D.,  Binghamton,  N.  Y.      Died  April  11,  1912. 
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MEETING  PLACES  OF  ASSOCIATION  OF  MEDICAL 
SUPERINTENDENTS  OF  AMERICAN  IN- 
STITUTIONS FOR  THE  INSANE 


ist     1844    Philadelphia,  Pa.,  Jones 

Hotel,  Oct.   16,  1844. 

Pres.,  Dr.  Samuel  B.  Woodward. 

Vice-Pres.,  Dr.  Gimmel  White. 

Sec.-Treas.,     Dr.     Thomas     S. 

Kirkbride. 

1845     No  meeting  held. 
2d      1846    Washington,  D.  C. 

1847     No  meeting  held. 
3d      1848    New  York,  N.  Y. 
4th     1849    Utica,  N.  Y. 
5th     1850    Boston,  Mass. 
6th     1851     Philadelphia,  Pa. 
7th     1852    New  York,  N.  Y. 
8th     1853    Baltimore,  Md. 
9th     1854    Washington,  D.  C. 
loth     1855    Boston,  Mass. 
nth     1856    Cincinnati,  Ohio. 
i2th     1857    New  York,  N.  Y. 
13th     1858     Quebec,  Que. 
14th     1859    Lexington,  Ky. 
15th     i860     Philadelphia,  Pa. 

1861     No  meeting  held  on  ac- 
count of  the  disturb- 
ed   condition    of   the 
country. 
i6th     1862     Providence,  R.  I. 
17th     1863    New  York,  N.  Y. 
i8th     1864    Washington,   D.    C. 
19th     1865     Pittsburgh,  Pa. 
20th     1866    Washington,  D.  C. 
2ist     1867     Philadelphia,  Pa. 
22d      1868     Boston,  Mass. 
23d      1869    Staunton,  Va. 
24th     1870    Hartford,  Conn. 
25th     1871     Toronto,  Ont. 
26th     1872    Madison,  Wis. 
27th     1873     Baltimore,   Md. 
28th     1874    Nashville,  Tenn. 
29th     1875     Auburn,  N.  Y. 
30th     1876    Philadelphia,  Pa. 
31st     1877     St.  Louis,  Mo. 
32d      1878    Washington,  D.  C. 


33d      1879    Providence,  R.  L 
34th     1880    Philadelphia,  Pa. 
35th     1881     Toronto,  Ont. 
36th     1882     Cincinnati,  Ohio. 
37th     1883    Newport,  R.  L 
38th     1884     Philadelphia,  Pa. 
39th     1885     Saratoga,  N.  Y. 
40th     1886    Lexington,  Ky. 
41st     1887     Detroit,  Mich. 
42d      1888    Fortress  Monroe,  Va. 
43d      1889    Newport,  R.  L 
44th     1890    Niagara  Falls,  N.  Y. 
45th     1891     Washington,  D.  C. 
46th     1892    Washington,  D.  C. 

New  constitution  adopted. 

Name    changed    to    American 
Medico-Psychological    Ass'n. 
47th     1893    Chicago,  111. 
50th     1894     Philadelphia,    Pa. 

Fiftieth  year  since  foundation. 

Semi-centennial. 

Number  of  meetings  changed. 

Proceedings  published  in  separ- 
ate volume. 
Sist     1895    Denver,  Col. 
S2d      1896    Boston,  Mass. 
53d      1897     Baltimore,  Md. 
54th     1898    St.  Louis,  Mo. 
55th     1899    New  York,  N.  Y. 
56th     1900    Richmond,  Va. 
57th     1901     Milwaukee,  Wis. 
58th     1902    Montreal,  Que. 
59th     1903    Washington,  D.  C. 
60th     1904    St.  Louis,  Mo. 
6ist     1905     San  Antonio,  Tex. 
62d      1906    Boston,  Mass. 
63d      1907    Washington,  D.  C. 
64th     1908    Cincinnati,  Ohio. 
6sth     1909    Atlantic  City,  N.  J. 
66th     1910    Washington,  D.  C. 
67th     191 1     Denver,  Col. 
68th     1912     Atlantic  City,  N.  J. 
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MEMBERS  AND  INSTITUTIONS 


A 
ALABAMA — The  Alabama  Insane  Hospitals. 

The  Bryce  Hospital,  Tuscaloosa. 

James  T.  Searcy,  M.  D.,  Medical  Superintendent. 
William  D.  Partlow,  M.  D.,  Assistant  Superintendent. 

The  Mt.  Vernon  Hospital  (for  Negroes),  Mt.  Vernon. 
James  T.  Searcy,  M.  D.,  Superintendent. 
Emit  L.  McCafferty,  M.  D.,  Assistant  Physician, 


Eugene  D.  Bondurant,  M.  D.,  i66  Conti  St.,  Mobile. 

ALASKA— 

Gilbert  T.  Smith,  M.  D.,  Fort  Yukon. 

ARIZONA — State  Insane  Asylum,  Phoenix. 
No  members. 

ARKANSAS — State  Hospital  for  Nervous  Diseases,  Little  Rock. 
James  L.  Greene,  M.  D.,  Superintendent. 


CALIFORNIA — Agnew  State  Hospital,  Agnew. 
Leonard  Stocking,  M.  D.,  Superintendent. 

California  State  Hospitals. 

F.  W.  Hatch,  M.  D.,  General  Superintendent,  Sacramento. 

Mendocino  State  Hospital,  Talmage. 

Edward  W.  King,  M.   D.,  Superintendent 

Napa  State  Hospital,  Napa. 

Adelbert  C.  Matthews,  M.  D.,  First  Assistant  Physician. 
William  C.  Porter,  M.  D.,  Assistant  Physician. 

Southern  California  State  Hospital,  Patton. 
E.  Scott  Blair.  M.  D..  Superintendent. 
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CALIFORNIA— Con  tinned. 

Stockton  State  Hospital,  Stockton. 
Fred.  P.  Clark,  M.  D.,  Superintendent. 


Charles  L.  Allen,  M.  D.,  605  Pacific  Electric  Bldg.,  Los  Angeles. 

Merritt  B.  Campbell,  M.  D.,  Heber,  Imperial  County. 

John  G.  Fitzgerald,  M.  D.,  Berkeley. 

Robert  L.  Richards  M.  D.,  San  Francisco. 

Elmer  E.  Stone,  M.  D.,  San  Francisco. 

Gilbert  V.  Hamilton,  M.  D.,  Montecito. 

James  H.  McBride  M.  D.,  489  Bellefontaine  St.,  Pasadena. 

J.  W.  Wherry,  M.  D.,  Los  Gatos. 

Alonzo  P.  Williamson,  M.  D.,  842  N.  Second  St.,  Santa  Monica. 

COLORADO — Colorado  State  Insane  Asylum,  Pueblo. 

A.  P.  Busey,  M.  D.,  Superintendent. 

Howard  A.  La  Moure  M.  D.,  Assistant  Superintendent. 
Mount  Airy  Sanatorium,  Denver. 

No  members. 
WooDCROFT  Hospital,  Pueblo. 

Hubert  Work,  M.  D.,  Superintendent. 

R.  F.  Damall,  M.  D.,  Assistant  Superintendent, 

CONNECTICUT — Connecticut  Hospital  for  the  Insane,   Middletown. 

Henry  S.  Noble,  M.  D.,  Superintendent. 

Charles  E.  Stanley,  M.  D.,  Assistant  Physician. 

Arthur  B.  Coleburn,  M.  D.,  Assistant  Physician. 

J.  M.  Keniston,  M.  D.,  Assistant  Physician. 
Hospital  for  the  Insane,  Norwich. 

Henry  M.  Pollock,  M.  D.,  Superintendent. 
Connecticut  Colony  for  Epileptics,  Mansfield  Depot. 

Donald  L.  Ross,  M.  D.,  Superintendent. 
Connecticut  School  for  Imbeciles,  Lakeville. 

George  H.  Knight,  M.  D.,  Superintendent. 
Dr.  Givens'  Sanitarium,  Stamford. 

Amos  J.  Givens,  M.  D.,  Superintendent. 
Dr.  Ruland's  Sanitarium,  Westport. 

Frederick  D.  Ruland,  M.  D.,  Proprietor. 
Dr.  Wadsworth's  Sanitarium,  South  Norv^talk. 

Samuel  Worcester,  M.  D.,  Assistant  Superintendent 
The  Hartford  Retreat,  Hartford. 

Whitefield  N.  Thompson,  M.  D.,  Superintendent. 


Allen  Ross  Dief endorf,  M.  D.,  42  Elm  St.,  New  Haven. 
Edwin  Everett  Smith,  M.  D.,  Kensett,  Norwalk. 
Charles  W.  Page,  M.  D.,  Hartford. 
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DELAWARE — Delaware  State  Hospital,  Farnhurst. 
W.  H.  Hancker,  M.  D.,  Superintendent. 

DISTRICT    OF   COLUMBIA— Government    Hospital   for   the    Insane 

Washington. 
William  A.  White,  M.  D.,  Superintendent 
Shepherd  I.  Franz,  A.  B,,  Ph.  D.,  Scientific  Director. 
Mary  O'Malley,  M.  D.,  Woman  Assistant  Physician. 
Francis  M.  Barnes,  Jr.,  M.  D.,  Assistant  Physician. 
Alfred  Glascock,  M.  D.,  Assistant  Physician. 
George  H.  Schwinn,  M.  D.,  Assistant  Physician. 


D.  Percy  Hickling,  M.  D.,  Washington. 
Presley  C.  Hunt,  M.  D.,  Washington. 
Benjamin  R.  Logie,  M.  D.,  Washington. 
Wm.  L.  Robins,  M.  D.,  Washington. 
J.  C.  Simpson,  M.  D.,  Washington. 
Tom  A.  Williams,  M.  D.,  Washington. 


FLORIDA — Asylum  for  Indigent  Insane,  Chattahoochee. 
No  members. 

Tallahassee  State  Hospital. 

James  H.  Randolph,  M.  D.,  Assistant  Physician. 


E.  H.  Pomeroy,  M,  D.,  Bradentown. 


GEORGIA — State  Sanitarium,  Milledgeville. 
L.  M.  Jones,  M.  D.,  Superintendent. 
Edward  M.  Green,  M.  D.,  Clinical  Director. 
John  W.  Mobley,  M.  D.,  Assistant  Physician. 

Invalids'  Home,  Milledgeville. 

Henry  D.  Allen,  M.  D.,  Resident  Physician. 


W.  Herbert  Adams,  M.  D.,  102  Liberty  St.,  East,  Savannah. 

I 

IDAHO — Idaho  Northern  Insane  Asylum,  Orofino. 
John  W.  Givens,  M.  D.,  Superintendent 
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ILLINOIS — Anna  State  Hospital,  Anna. 
W.  L,  Athon,  M.  D.,  Superintendent. 

Chester  State  Hospital,  Menard. 
No  members. 

Kenilworth  Sanitarium,  Kenilworth. 
Sanger  Brown,  M,  D. 

Elgin  State  Hospital,  Elgin. 
No  members. 

Jacksonville  State  Hospital,  Jacksonville. 
Henry  B.  Carriel,  M.  D.,  Superintendent. 

Kankakee  State  Hospital,  Kankakee. 
Sidney  D.  Wilgus,  M.  D.,  Superintendent. 

Peoria  State  Hospital,  Peoria. 

George  A.  Zeller,  M.  D.,  Superintendent. 

Watertov^n  State  Hospital,  Watertown. 
No  members. 


Henry  M.  Bannister,  M.  D.,  Evanston. 

D'Orsay  Hecht,  M.  D.,  Chicago.  -    , 

Frank  P.  Norbury,  M.  D.,  Springfield. 

William  G.  Stearns,  M.  D.,  Chicago. 

INDIANA — Central  Indiana  Hospital  for  the  Insane,  Indianapous. 
George  F.  Edenharter,  M.  D.,  Superintendent. 

EIastern  Indiana  Hospital  for  the  Insane,  Richmond. 
S.  E.  Smith,  M.  D.,  Superintendent. 

Northern  Indiana  Hospital  for  the  Insane,  Longcliff,  Logansport. 
Fred.  W.  Terflinger,  M.  D.,  Superintendent. 

Southeastern  Hospital  for  Insane,  Cragmont,  Madison. 
Edward  P.  Busse,  M.  D.,  Superintendent. 

Southern  Indiana  Hospital  for  the  Insane,  Evansville. 
Charles  E.  Laughlin,  M.  D.,  Superintendent. 

IOWA — Cherokee  State  Hospital,  Cherokee. 

M.  Nelson  Voldeng,  M.  D.,  Superintendent. 

Lena  A.  Beach,  M.  D.,  Woman  Assistant  Physician. 

T.  L.  Long,  M.  D.,  Assistant  Physician. 

Clarinda  State  Hospital,  Clarinda. 
M.  E.  Witte,  M.  D.,  Superintendent. 
Charles  M.  Mackin,  M.  D.,  Assistant  Physician. 
Pauline  M.  Leader,  M.  D.,  Woman  Physician. 
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IOWA— Continued 

Independence  State  Hospital,  Independence. 
W.  P.  Crumbacker,  M.  D.,  Superintendent. 
S.  C.  Lindsay,  M.  D,,  Assistant  Physician. 

Mt.  Pleasant  State  Hospital,  Mt.  Pleasant. 
Charles  F.  Applegate  M.  D.,  Superintendent. 
Frank  T.  Stevens,  M.  D.,  Assistant  Physician. 

State  Hospital  for  Inebriates,  Knoxville. 
George  Donohoe,  M.  D,,  Superintendent. 

The  Retreat,  Des  Moines. 

Gershom  H.  Hill,  M.  D.,  Superintendent. 


G,  A.  Chilgren,  M.  D.,  40614  Jefferson  St.,  Burlington. 
Frank  T.  Seybert,  M.  D.,  532  First  Ave.,  Council  Bluffs. 


KANSAS — Osawatomie  State  Hospital,  Osawatomie. 
L.  L.  Uhls,  M.  D.,  Superintendent. 

State  Hospital  for  Epileptics,  Parsons. 
M.  L.  Perry,  M.  D.,  Superintendent. 

TopEKA  State  Hospital,  Topeka. 

Thomas  Biddle,  M.  D.,  Superintendent. 

KENTUCKY — Eastern  Kentucky  Lunatic  Asylum,  Lexington. 
R.  L.  Willis,  M.  D.,  Superintendent. 

Beechurst  Sanitarium,  Louisville. 
Malcolm  H.  Yeaman,  M.  D. 

Central  Kentucky  Asylum  for  the  Insane,  Lakeland. 
No  members. 

High  Oaks  Sanitarium,  Lexington. 

George  P.  Sprague,  M.  D.,  Superintendent 

Western  Kentucky  Asylum  for  the  Insane,  Hopkinsville. 
No  members. 


LOUISIANA — State  Insane  Asylum,  Jackson. 
Clarence  Pierson,  M.  D.,  Superintendent. 
Roy  McLean  Van  Wart,  M.  D.,  New  Orleans. 
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MAINE — Eastern  Maine  Insane  Hospital,  Bangor. 
Frederick  L.  Hills,  M.  D.,  Superintendent. 
Forrest  C.  Tyson,  M.  D.,  Assistant  Superintendent. 

Maine  Insane  Hospital,  Augusta. 

Henry  W.  Miller,  M.  D,,  Superintendent. 

Carl  J.  Hedin,  M.  D.,  Assistant  Superintendent. 


P.  H.  S.  Vaughan,  M.  D.,  756  Congress  St.,  Portland. 
Mason  W.  H.  Pitman,  M.  D.,  Bowdoinham. 

MARYLAND — Chestnut  Lodge  Sanitarium,  Rockville. 
Ernest  L.  BuUard,  M.  D.,  Physician-in-Charge. 

Johns  Hopkins  Hospital,  Baltimore. 
Henry  M.  Hurd,  M.  D.,  Secretary. 

Mount  Hope  Retreat,  Baltimore. 

Charles  G.  Hill,  M.  D.,  Attending  Physician. 

Maryland  Hospital  for  the  Insane,  Catonsville. 
J.  Percy  Wade,  M.  D.,  Superintendent. 
R.  Edward  Garrett,  M.  D.,  Assistant  Physician. 

Maryland  Hospital  for  Negro  Insane,  Crownsville. 
Robt.  P.  Winterode  M.  D.,  Superintendent. 

Patapsco  Manor  Sanitarium,  Ellicott  City. 

William  Rushmore  White,  M.  D.,  Superintendent. 

Riggs  Cottage-Sanitarium,  Ijamsville. 

George  Henry  Riggs,  M.  D.,  Superintendent. 

Relay  Sanitarium,  Relay. 

Lewis  H.  Gundry,  M.  D.,  Superintendent. 

Springfield  State  Hospital,  Sykesville. 

Joseph  Clement  Clark,  M.D.,  Superintendent. 

Sheppard  and  Enoch  Pratt  Hospital,  Towson. 

Edward  N.  Brush,  M.  D.,  Physician-in-Chief  and  Superintendent. 
W.  R.  Dunton,  Jr.,  M.  D.,  First  Assistant  Physician. 

The  Gundry  Sanitarium,  Catonsville. 

A.  T.  Gundry,  M.  D.,  Resident  Physician. 

The  Laurel  Sanitarium,  Laurel. 

Jesse  C.  Coggins,  M.  D.,  Medical  Director. 
Cornelius  DeWeese,  M.  D.,  Medical  Director. 

The  Richard  Gundry  Home,  Harlem  Lodge,  Catonsville, 
Richard  F.  Gundry,  M.  D.,  Medical  Director  and  Proprietor. 


Henry  J.  Berkley,  M.  D.,  1305  Park  Ave.,  Baltimore. 
Charles  M.  Franklin,  M.  D.,  5  East  Preston  St.,  Baltimore. 
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MARYLAND— Continued. 

Arthur  P.  Herring,  M.  D,,  330  N.  Charles  St..  Baltimore, 
Henry  M.  Hurd,  M.  D.,  1063  Calvert  Bldg.,  Baltimore. 
Adolf  Meyer,  M.  D.,  1012  North  Calvert  St.,  Baltimore. 

MASSACHUSETTS — Adams  Nervine  Asylum,  Boston. 
Edward  B.  Lane,  M.  D.,  Resident  Physician. 

Asylum  for  Insane  Criminals,  State  Farm. 
No  members. 

Boston  State  Hospital,  Dorchester  Centre. 
Henry  P.  Frost,  M.  D.,  Superintendent. 
Saml.  W.  Crittenden,  M.  D.,  Assistant  Superintendent 
Geo.  H.  Maxfield,  M.  D.,  Assistant  Physician. 

BouRNEwooD   Private  Hospital,   Brookline. 

Henry  R.  Stedman,  M.  D.,  Physician-in-Charge. 

Channing  Sanitarium,  Brookline. 

Walter  Channing,  M.  D.,  Superintendent 
W.  M.  Knowlton,  M.  D. 

Danvers  State  Hospital,  Hathornk 

George  M.  Kline,  M.  D.,  Superintendent. 
Henry  M.  Swift,  M.  D.,  Assistant  Physician. 
Wm.  B.  Cornell,  M.  D.,  Assistant  Physician. 

FoxBOROUGH  State  Hospital,  Foxborough. 
Irwin  H.  Neff,  M.  D.,  Superintendent. 
Edward  C.  Greene,  M.  D.,  R.  F.  D.,  Colony  B.,  Wrentham. 

Gardner  State  Colony,  Gardner. 

Charles  T.  La  Moure,  M.  D.,  Superintendent. 

Hospital  Cottages  for  Children,  Baldwinsville. 
H.  W.  Page,  M.  D.,  Superintendent 

Massachusetts  Reformatory,  Concord  Junction. 
Guy  G.  Femald,  M.  D.,  Physician. 

Massachusetts  School  for  Feeble-Minded,  Waverley. 
Walter  E.  Femald,  M.  D.,  Superintendent. 

McLean  Hospital,  Waverley. 

George  T.  Tuttle,  M.  D.,  Superintendent. 
E.  Stanley  Abbot,  M.  D.,  Assistant  Physician. 
Earl  D.  Bond,  M.  D.,  Assistant  Physician. 
Frederick  H.  Packard,  M.  D.,  Assistant  Physician. 

Medfield  State  Asylum,  Harding. 

Edward  French,  M.  D.,  Superintendent. 
Lewis  M.  Walker,  M.  D.,  Assistant  Physician. 
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MASSACHUSETTS— Con/mw^rf. 

MoNSON  State  Hospital,  Palmer. 

Everett  Flood,  M.  D.,  Superintendent. 
Newton  Nervine,  West  Newton. 

N.  Emmons  Paine,  M.  D.,  Superintendent. 

Florence  H.  Abbot,  M.  D.,  Assistant  Physician. 

Northampton  State  Hospital,  Northampton. 
John  A.  Houston,  M.   D.,  Superintendent. 

Norwood  Private  Hospital,  Norwood. 

Eben  C.  Norton,  M.  D.,  Physician-in-Charge. 

Peter  Brent  Brigham  Hospital,  Boston, 
Herbert  B.  Howard,  M.  D.,  Superintendent. 

State  Hospital,  Tewksbury. 

John  H.  Nichols,  M.  D.,  Superintendent 

Taunton  State  Hospital,  Taunton. 
Arthur  V.  Goss,  M.  D.,  Superintendent. 
Horace  G.  Ripley,  M.  D.,  Assistant  Physician. 
George  K.  Butterfield,  M.  D,,  Assistant  Physician. 
Charles  G.  McGaflBin,  M.  D.,  Pathologist  and  Assistant  Physician. 

Westborough  State  Hospital,  Westborough. 
George  Smith  Adams,  M.  D.,  Superintendent. 
William  W.  Coles,  M.  D.,  Assistant  Physician. 
Solomon  Carter  Fuller,  M.  D.,  Pathologist. 
Esther  S.  B.  Woodward,  M.  D.,  Assistant  Physician. 
M.  M.  Jordan,  M.  D.,  Assistant  Physician. 

Worcester  City  Hospital,  Worcester. 

Charles  A.  Drew,  M.  D.,  Superintendent. 

Worcester  State  Asylum,  Worcester. 

Ernest  V.  Scribner,  M.  D.,  Superintendent. 
H.  Louis  Stick,  M.  D.,  Assistant  Physician. 

Worcester  State  Hospital,  Worcester. 

Hosea  M.  Quinby,  M.  D.,  Superintendent. 
Theodore  A.  Hoch,  M.  D.,  Assistant  Physician. 
Samuel  T.  Orton,  M.  D.,  Pathologist. 


Henry  C.  Baldwin,  M.  D.,  Boston. 
L.  Vernon  Briggs,  M.  D.,  Boston. 
Isador  H.  Coriat,  M.  D.,  Boston. 
Edward  Cowles,  M.  D.,  Boston. 
George  V.  Dearborn,  M.  D.,  Cambridge. 
Charles  G.  Dewey,  M.  D.,  Dorchester. 
Dana  F.  Downing,  M.  D.,  Boston. 
J.  F.  Edgerley,  M.  D.,  Newtonville. 
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MASSACHUSETTS— ConhwM^rf. 

T.  W.  Fisher,  M.  D.,  Boston. 
Alberta  S.  B.  Guibord,  M,  D.,  Boston.       * 
Arthur  C.  Jelly,  M.  D.,  Boston. 
Edward  B.  Nims,  M.  D.,  Springfield. 
William  Noyes,  M.  D.,  Jamaica  Plain. 
Elmer  E.  Southard,  M.  D.,  Boston. 
Charles  E,  Thompson,  M.  D.,  Boston. 
Lowell  F.  Wentworth,  M.  D.,  Boston. 

MICHIGAN— Eastern  Michigan  Asylum,  Pontiac. 
E.  A.  Christian,  M.  D.,  Superintendent. 

Home  for  the  Feeble-Minded  and  Epileptic,  Lapeer. 
G.  L.  Chamberlain,  M.  D.,  Superintendent. 

Kalamazoo  State  Hospital,  Kalamazoo. 
Alfred  I.  Noble,  M.  D.,  Superintendent. 
Herman  Ostrander,  M.  D.,  Assistant  Physician. 
George  F.  Inch,  M.  D.,  Assistant  Physician. 
Melvin  J.  Rowe,  M.  D.,  Assistant  Physician. 

Northern  Michigan  Asylum,  Traverse  City. 
James  D.  Munson,  M.  D.,  Superintendent. 

Oak  Grove  Hospital,  Flint. 

C.  B.  Burr,  M.D.,  Medical  Director. 

Homer  E.  Clarke,  M.  D.,  Assistant  Medical  Director. 

State  Asylum,  Ionia. 

Oscar  R.  Long,  M.  D.,  Superintendent 

St.  Joseph's  Retreat,  Dearborn. 

J.  E.  Emerson,  M.D.,  Attending  Physician. 

Upper  Peninsula  Hospital  for  the  Insane,  Newberry. 
Earl  H.  Campbell,  M.  D.,  Superintendent 


Albert  M.  Barrett,  M.  D.,  Ann  Arbor. 

Charles  W.  Hitchcock,  M.D.,  270  Woodward  Ave.,  Detroit 
Walter  P.  Manton,  M.  D.,  32  Adams  Ave.,  West  Detroit 
William  A.  Stone,  M.  D.,  Kalamazoo  Nat  Bank  Bldg.,  Kalamazoa 

MINNESOTA— Fergus  Falls  State  Hospital,  Fergus  Falls. 
G.  0.  Welch,  M.  D.,  Superintendent 
C.  C.  Burlingame,  M.  D.,  Assistant  Superintendent. 
Franklin  S.  Wilcox,  M.  D.,  First  Assistant  Physician. 
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WiNlflESOTA— Continued. 

Rochester  State  Hospital,  Rochester. 

Arthur  F.  Kilboume,  M.  D.,  Superintendent. 

St.  Peter  State  Hospital,  St.  Peter. 

H.  A.  Tomlinson,  M.  D.,  Superintendent. 

University  Hospital,  Minneapolis. 

Louis  B.  Baldwin,  M.  D.,  Superintendent. 


W.  H.  Darling,  M.  D.,  615  Masonic  Temple,  Minneapolis. 
Arthur  S.  Hamilton,  M.  D.,  Minneapolis. 
C.  Eugene  Riggs,  M.  D.,  St.  Paul. 

MISSISSIPPI — East  Mississippi  Insane  Hospital,  Meridian. 
J.  M.  Buchanan,  M.  D.,  Superintendent. 

State  Insane  Hospital,  Asylum  P.  O. 
Nolan  Stewart,  M.  D.,  Superintendent. 


Thomas  J.  Mitchell,  M.  D.,  Jackson. 

MISSOURI— City  Asylum,  St.  Louis. 

Henry  S.  Atkins,  M.  D.,  Superintendent 

Colony  for  Feeble-Minded  and  Epileptic,  Marshall. 
No  members. 

Dr.  C.  R.  Woodson's  Sanitarium,  St.  Joseph. 
C.  R.  Woodson,  M.  D.,  Physician-in-Charge. 

State  Hospital  No.  i,  Fulton. 
No  members. 

State  Hospital  No.  2,  St.  Joseph. 
No  members. 

State  Hospital  No.  3,  Nevada. 
No  members. 

State  Hospital  No.  4,  Farmington. 
No  members. 

St.  Vincent  Institution  for  the  Insane,  St.  Louis. 
No  members. 

The  Punton  Sanitarium,  Kansas  City. 

G.  Wilse  Robinson,  M.  D.,  Superintendent. 


L.  H.  Callaway,  M.  D.,  525  West  Arch  St.,  Nevada. 

Charles  G.  Chaddock,  M.  D.,  3750  Lindell  Boulevard,  St.  Louis. 
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MISSOURI— Con/mwed. 

George  C.  Crandall,  M.  D.,  4287  Olive  St.,  St.  Louis. 

Frank  R.  Fry,  M.  D.,  Humboldt  Building,  St.  Louis. 

Charles  H.  Hughes,  M.  D.,  3872  Washington  Boulevard,  St  Louis. 

William  F.  Euhn,  M,  D.,  Room  714,  Shukert  Bldg.,  1115  Grand 

Ave.,  Kansas  City. 
John  Punton,  M.  D.,  Kansas  City. 
A.  L.  Skoog,  M.  D.,  402  Argyle  Bldg.,  Kansas  City. 

MONTANA — Montana  State  Hospital  fok  the  Insane,  Warm  Springs. 
J.  M.  Scanland,  M.  D.,  Superintendent 

N 

NEBRASKA — Nebraska  Hospitai.  for  Insane,  Lincoln. 

No  members.. 

Nebraska  State  Hospital,  Ingleside. 

No  members. 

Norfolk  Hospital  for  the  Insane,  Norfolk. 
No  members. 

NEVADA — Nevada  Hospital  for  Mental  Diseases,  Reno. 
No  members. 

NEW  HAMPSHIRE — Highland  Spring  Sanatorium,  Nashua. 
Albert  Edward  Brownrigg,  M.  D.,  Superintendent 

New  Hampshire  State  Hospital,  Concord. 
Charles  P.  Bancroft,  M.  D.,  Superintendent 
Charles  H.  Dolloff,  M,  D.,  Assistant  Physician. 

State  School  for  Feeble-Minded  Children,  Laconia. 
Benjamin  W.  Baker,  M.  D.,  Superintendent. 


Charles  E.  Woodbury,  M.  D.,  Acworth,  N.  H. 

NEW  JERSEY— Bancroft  Health  Resort,  Butler 
George  Bancroft  Gale,  M.  D.,  Medical  Director. 

Essex  County  Hospital  for  the  Insane,  Cedar  Grove,  Essex  County. 
Earl  H.  Snavely,  M.  D.,  Assistant  Physician. 

Belle  Mead  Farm  Colony  and  Sanatorium,  Belle  Mead. 
Edward  A.  Everett,  M.  D.,  Physician-in-Charge. 

Fair  Oaks  Sanatorium,  Summit. 
Eliot  Gorton,  M.  D. 
Thomas  P.  Prout,  M.  D. 

Hudson  County  Hospital  for  Insane,  Secaucus,  Jersey  City. 
George  W.  King,  M.D.,  Superintendent 
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New  Jersey  State  Hospital,  Morris  Plains. 
B.  D.  Evans,  M.  D.,  Medical  Director. 
Peter  S.  Mallon,  M.  D.,  Assistant  Physician. 
E.  Moore  Fisher,  M.  D.,  Assistant  Physician. 
Alexander  J.  Carroll,  M.  D.,  Assistant  Physician. 
Louis  K.  Henschel,  M.  D.,  Assistant  Physician  and  Pathologist. 

New  Jersey  State  Hospital,  Trenton. 

Henry  A.  Cotton,  M.  D.,  Medical  Director. 

John  C.  Felty,  M.  D.,  Assistant  Physician. 

William  C.  Sandy,  M.  D.,  Assistant  Physician. 

Edgar  B.  Funkhouser,  M.  D.,  Second  Assistant  Physician. 

Frederick  S.  Hammond,  M.  D.,  Assistant  Physician  and  Pathologist. 

New  Jersey  State  Hospital,  William stown. 

Luther  M.  Halsey,  M.  D.,  Chairman  Medical  Committee. 

New  Jersey  State  Village  for  Epileptics,  Skillman. 
David  F.  Weeks,  M.  D.,  Superintendent. 

"  Riverlawn  "  Sanitarium,  Paterson. 

Daniel  T.  Millspaugh,  M.  D.,  Superintendent. 


Christopher  C.  Beling,  M.  D.,  Newark. 

Percy  Bryant,  M.  D.,  Rahway. 

Paul  Lange  Cort,  M.  D.,  Trenton. 

L.  S.  Hinckley,  M.  D.,  Newark. 

William  E.  Ramsey,  M.  D.,  Perth  Amboy. 

Walter  A.  Taylor,  M.  D.,  Trenton. 

NEW  YORK — BiNGHAMTON  State  Hospital,  Binghamton. 
Charles  G.  Wagner,  M.  D.,  Superintendent. 
Theodore  I.  Townsend,  M.  D.,  First  Assistant  Physician. 
Edward  Gillespie,  M.  D.,  Second  Assistant  Physician. 
John  L  McKelway,  M.  D.,  Assistant  Physician. 

Bloomingdale  Hospital,  White  Plains. 

William  L.  Russell,  M.  D.,  Superintendent. 
Albert  Durham,  M.  D.,  Assistant  Physician. 

Breezehurst  Terrace,  Whitestone,  L.  I. 

Daniel  A.  Harrison,  M.  D.,  Resident  Physician. 

Brigham  Hall,  Canandaigua. 

Robert  G.  Cook,  M.  D.,  Resident  Physician. 

Buffalo  State  Hospital,  Buffalo. 

Arthur  W.  Hurd,  M.  D.,  Superintendent. 
Joseph  B.  Betts,  M.  D.,  Assistant  Physician. 
George  G.  Armstrong,  M.  D.,  Assistant  Physician. 
Helene  J.  C.  Kuhlman,  M.  D.,  Assistant  Physician. 
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Central  Isup  State  Hospital,  Central  Islip,  L.  I, 
George  A,  Smith,  M.  D.,  Superintendent. 
Marcus  B.  Hejrman,  M.  D.,  First  Assistant  Physician. 
Charles  M.  Burdick,  M.  D.,  Second  Assistant  Physician. 

Craig  Colony  for  Eph-eptics,  Sonyfa. 

William  T.  Shanahan,  M.  D.,  Medical  Superintendent 

James  F.  Munson,  M.  D.,  Pathologist. 

6.  Blirby  Collier,  M.  D.,  Assistant  Physician. 

Custodial  Asylum,  Newark. 

Ethan  A.  Nevin,  M.  D.,  Superintendent 

Dannemora  State  Hospital,  Dannemora. 
Charles  H.  North,  M.  D.,  Superintendent. 
R.  F.  C.  Kieb,  M.  D.,  First  Assistant  Physician. 

Dr.  Bond's  House,  Yonkers. 

George  F.  M.  Bond,  M.  D.,  Proprietor. 

Dr.  Kellogg's  House,  Riverdale,  New  York  City. 
Theo.  H.  Kellogg,  M.  D.,  Physician-in-Charge. 

Dr.  MacDonald's  House,  Central  Valley. 

Carlos  F.  MacDonald,  M.  D.,  Proprietor  and  Physician-in-Charge. 
Clarence  J.  Slocum,  M.  D.,  Resident  Physician. 

Glenmary  Sanitarium,  Owego. 

Arthur  J.  Capron,  M.  D.,  Physician-in-Charge. 

Gowanda  State  Homeopathic  Hospital,  Gowanda. 
Daniel  H.  Arthur,  M.  D.,  Superintendent 

Greenmont-on-Hudson,  Ossining  p.  O. 
Ralph  L.  Parsons,  M.  D. 

Hilbourne  Farms,  Katonah. 

No  members. 

Hudson  River  State  Hospital,  Poughkeepsie. 
Charles  W.  Pilgrim,  M.  D.,  Superintendent. 
Frederick  W.  Parsons,  M.  D.,  First  Assistant  Physician. 
Emma  Putnam,  M.  D.,  Assistant  Physician. 
Mortimer  W.  Raynor,  M.  D.,  Second  Assistant  Physician. 
Blanche  Dennes,  M.  D.,  Assistant  Physician. 
William  J.  Cavanaugh,  M.  D.,  Second  Assistant  Physician. 
Howard  P.  Carpenter,  M.  D.,  Assistant  Physician. 

Kings  County  Hospital,  Brooklyn. 

John  F.  Fitzgerald,  M.  D.,  General  Medical  Superintendent 
William  B.  Moseley,  M.  D.,  Assistant  Physician. 
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Kings  Park  State  Hospital,  Kings  Park. 

William  Austin  Macy,  M.  D.,  Superintendent. 
Clarence  F.  Haviland,  M.  D.,  First  Assistant  Physician. 
A.  J.  Rosanoff,  M.  D.,  First  Assistant  Physician. 
Chester  Lee  Carlisle,  M.  D.,  Second  Assistant  Physician. 
Calvin  B.  West,  M.  D.,  Second  Assistant  Physician. 

Long  Island  Home,  Amityville,  L.  I. 

0.  J.  Wilsey,  M.  D.,  Physician-in-Charge. 

Long  Island  State  Hospital,  Brooklyn. 
Elbert  M.  Somers,  M.  D.,  Superintendent. 
Erving  Holley,  M.  D.,  Assistant  Physician. 
Joseph  Smith,  M.  D.,  Assistant  Physician. 

Marshall  Sanitarium,  Troy. 

Hiram  Elliott,  M.  D.,  Superintendent. 

Manhattan  State  Hospital,  Ward's  Island,  New  York  City. 
William  Mabon,  M.  D.,  Superintendent  and  Medical  Director, 
John  T.  W.  Rowe,  M.  D.,  First  Assistant  Physician. 
George  H.  Kirby,  M.  D.,  Director  Clinical  Psychiatry. 
John  R.  Knapp,  M.  D.,  Assistant  Physician. 
Anna  E.  Hutchinson,  M.  D.,  Woman  Assistant  Physician. 

Matteawan  State  Hospital,  Fishkill  Landing. 
Roy  L.  Leak,  M.  D.,  Second  Assistant  Physician. 

MiDDLETOWN   StATE  HOMEOPATHIC  HOSPITAL,   MiDDLETOWN. 

Maurice  C.  Ashley,  M.  D.,  Superintendent. 

Robert  C.  Woodman,  M.  D,,  First  Assistant  Physician. 

George  F.  Brewster,  M.  D,,  Second  Assistant  Physician. 

MoHANsic  State  Hospital,  Yorktown. 
Isham  G.  Harris,  M.  D.,  Superintendent. 

Psychiatric  Institute,  Ward's  Island,  New  York  City. 
August  Hoch,  M.  D.,  Director. 
Charles  Ricksher,  M.  D. 

Providence  Retreat,  Buffalo. 

John  J.  Twohey,  M.  D.,  Physician-in-Charge. 

"  River  Crest,"  Astoria,  L.  I. 

J.  Joseph  Kindred,  M.  D.,  Proprietor  and  Consulting  Physician. 
William  E.  Dold,  M.  D.,  Physician-in-Charge. 

"  RiVERVIEW,"   FiSHKILL-ON-HuDSON. 

James  R.  Bolton,  M.  D.,  Physician-in-Charge. 
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Rochester  State  Hospital,  Rochester. 

Eugene  H.  Howard,  M.  D.,  Superintendent 
Ezra  B.  Potter,  M.  D.,  First  Assistant  Physician, 
Irving  Lee  Walker,  M.  D.,  Assistant  Physician. 
Eveline  P.  Ballintine,  M.D.,  Assistant  Physician. 

Sanford  Hall,  pLusHiNa 

W.  Stuart  Brown,  M.  D.,  Physician-in-Charge. 

St.  Lawrence  State  Hospital,  OcDENSBURa 
R.  H.  Hutchings,  M.  D.,  Superintendent. 
Paul  Gerald  Taddiken,  M.  D.,  First  Assistant  Physician. 
Caroline  S.  Pease  M.  D.,  Assistant  Physician. 

St.  Vincent's  Retreat,  Harrison. 

Swepson  J.  Brooks,  M.D.,  Physician-in-Charge. 

The  Pines,  Auburn. 

Frederick  Sefton,  M.D.,  Physician-in-Charge. 

The  Glen  Springs,  Watkins. 
Albert  Warren  Ferris,  M.  D. 

Utica  State  Hospital,  Utica. 

Harold  L.  Palmer,  M.  D.,  Superintendent 

George  H.  Tomey,  Jr.,  M.D.,  First  Assistant  Physician. 

Samuel  W.  Hamilton,  M.  D.,  Second  Assistant  Physician. 

Vernon  House,  Bronxville. 

William  D.  Granger,  M.  D.,  Physician-in-Charge. 

West  Hill,  261  st  St.  and  Broadway,  New  York  City. 
Flavins  Packer,  M.  D.,  Physician-in-Charge. 

WnxARD  State  Hospital,  Willard. 

Robert  M.  Elliott,  M.  D.,  Superintendent. 

Wm.  H.  Montgomery,  M.  D.,  Second  Assistant  Physician. 


Clajrton  G.  Andrews,  M.  D.,  Canton. 
Charles  E.  Atwood,  M.  D.,  New  York. 
Thomas  E.  Bamford,  M.  D.,  Syracuse. 
Oliver  C.  Brunk,  M.  D.,  New  York. 
George  B.  Campbell,  M.  D.,  New  York. 
John  B.  Chapin,  M.  D.,  Canandaigua. 
L.  Pierce  Clark,  M.  D.,  New  York. 
H.  Austin  Cossitt,  M.  D.,  New  York. 
Austin  Flint,  M.  D.,  New  York. 
Menas  S.  Gregory,  M.  D.,  New  York. 
Graeme  M.  Hammond,  M.  D.,  New  York. 
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Edward  L.  Hanes,  M,  D.,  Rochester. 
William  Hirsch,  M.  D.,  New  York. 
Smith  Ely  Jelliffe,  M.  D.,  New  York. 
Morris  J.  Karpas,  M.  D.,  New  York. 
S.  Adolphus  Knopf,  M.  D.,  New  York. 
Robert  B.  Lamb,  M.  D.,  Troy. 
Samuel  B.  Lyon,  M.  D.,  New  York. 
James  V.  May,  M.  D.,  Albany. 
J.  M.  Mosher,  M.  D.,  Albany. 
George  O'Hanlon,  M.  D.,  New  York. 
Frederick  Peterson,  M.  D.,  New  York. 
Frank  W.  Robertson,  M.  D.,  New  York. 
Walter  G.  Ryon,  M.  D.,  Albany. 
B.  Sachs,  M.  D.,  New  York. 
Max  G.  Schlapp,  M.  D.,  New  York. 
H.  Ernest  Schmid,  M.  D.,  White  Plains. 
Edward  W.  Scripture,  M.  D.,  New  York. 
Edward  A.  Sharp,  M.  D.,  Buffalo. 
William  W.  Skinner,  M.  D.,  Geneva. 
William  E.  Sylvester,  M.  D.,  New  York. 
George  S.  Youngling,  M.  D.  New  York. 

NORTH  CAROLINA — Broadoaks  Sanatorium,  Morganton. 
Isaac  M.  Taylor,  M.  D.,  Superintendent. 

Dr.  Carroll's  Sanitarium,  Asheville. 

Robert  S.  Carroll,  M.   D.,  Superintendent. 

State  Hospital,  Goldsboro. 

W.  W.  Faison,  M.  D.,  Superintendent. 

State  Hospital,  Morganton. 

John  McCampbell,  M.  D.,  Superintendent. 

State  Hospital,  Dix  Hill,  Raleigh. 
No  members. 

NORTH  DAKOTA— State  Hospital  for  the  Insane,  Jamestown. 
Benjamin  R.  McAllaster,  M.  D.,  Superintendent. 
H.  D.  Earl,  M.  D.,  First  Assistant  Physician. 

o 

OHIO — Athens  State  Hospital,  Athens. 

0.  0.  Fordyce,  M.  D.,  Superintendent. 

Hugh  H.  Dorr,  M.  D.,  First  Assistant  Superintendent. 

Cincinnati  Sanitarium,  Cincinnatl 

F.  W.  Langdon,  M.  D.,  Medical  Director. 

Berthold  A.  Williams,  M.  D.,  Senior  Resident  Physician. 

Charles  B.  Rogers,  M.  D. 
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Cleveland  State  Hospital,  Cleveland. 
Charles  H.  Clark,  M.  D.,  Superintendent. 

Columbus  State  Hospital,  Columbus. 

George  Stockton,  M.  D.,  Superintendent. 
6.  H.  Williams,  M.  D.,  Assistant  Physician. 

Dayton  Sanitarium,  Dayton. 

J.  M.  Ratliff,  M.  D.,  Resident  Medical  Superintendent. 

Dayton  State  Hospital,  Dayton. 

Armitage  Baber,  M.  D.,  Superintendent. 

John  Cecil  George,  M.  D.,  Assistant  Superintendent. 

Fair  Oaks  Villa,  Cuyahoga  Falls. 

William  A.  Searl,  M.  D.,  Medical  Director. 

Grandview  Sanitarium,  Cincinnatl 

Brooks  F.  Beebe,  M.  D.,  Superintendent. 

Lake  Side  Hospital,  Cleveland. 

Henry  S.  Upson,  M.  D.,  Professor  of  Neurology. 

LoNGViEW  Hospital,  Cincinnatl 

F.  W.  Harmon,  M.  D.,  Superintendent. 

Massillon  State  Hospital,  Massillon. 
H.  C.  Esrman,  M.  D.,  Superintendent. 
Edson  C.  Brown,  M.  D.,  Assistant  Physician. 
John  D.  O'Brien,  M.  D.,  Assistant  Physician. 

Ohio  Hospital  for  Epileptics,  Gallipous. 
No  members. 

Oxford  Retreat,  Oxford. 

R  Harvey  Cook,  M.  D.,  Assistant  Physician. 

Toledo  State  Hospital,  Toledo. 

George  R.  Love,  M.  D.,  Superintendent. 


Isabel  A.  Bradley,  M.  D.,  Akron. 
George  T.  Harding,  M.  D.,  Columbus. 
A.  B.  Howard,  M.  D.,  Cleveland. 
J.  M.  Lewis,  M.  D.,  Cleveland. 
William  H.  Pritchard,  M.  D.,  Gallipolis. 
Arthur  F.  Shepherd,  M.  D.,  Columbus. 

OKLAHOMA — State  Hospital  for  the  Insane,  Norman. 
No  members. 

OREGON — Crystal  Springs,  Portland. 

Henry  Waldo  Coe,  M.  D.,  Medical  Director. 
Robert  L.  Gillespie,  M.D.,  Medical  Director. 

State  Insane  Asylum,  Salem. 
No  members. 
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PENNSYLVANIA— Chester  County  Hospital  for  Insane,  Embreeville. 

DixMONT  Hospital  for  the  Insane,  Dixmont. 
Henry  A.  Hutchinson,  M.  D.,  Superintendent. 

Easton  Sanitarium,  Easton, 

C.  Spencer  Kinney,  M.  D.,  Proprietor. 

Friends'  Asylum  for  the  Insane,  Frankford,  Philadelphia. 
Robert  H.  Chase,  M.  D.,  Superintendent. 

Hospital  for  the  Insane  of  Luzerne  County,  Retreat. 
Charles  B.  Mayberry,  M.  D.,  Superintendent. 

Pennsylvania  Epileptic  Hospital,  Oakbourne. 
No  members. 

Pennsylvania  Hospital  for  the  Insane,  Philadelphia. 
Owen  Copp,  M.  D.,  Superintendent. 
A.  R.  Moulton,  M.  D.,  Senior  Assistant  Physician. 

Philadelphia  Hospital  for  Insane,  Philadelphia, 
No  members. 

State  Asylum  for  the  Chronic  Insane,  Wernersville. 
S.  S.  Hill,  M.  D.,  Superintendent. 

State  Hospital  for  the  Insane,  Danville. 
Hugh  B.  Meredith,  M.  D.,  Superintendent. 

State  Hospital  for  the  Insane,  Norristown. 

"Wm.  W.  Richardson,  M.  D.,  Chief  Physician,  Department  for  Men. 
Clyde  R.  McKSnniss,  M.  D.,  Assistant  Physician. 
Elizabeth   C.   Spencer,   M.  D.,    Chief    Physician,    Department    for 
Women. 

State  Hospital  for  the  Insane,  Warren. 
H.  "W.  Mitchell,  M.  D.,  Superintendent. 
Edward  B.  Shellenberger,  M.  D.,  Assistant  Physician. 

State  Institution  for  Feeble-Minded,  Polk. 
J.  Morehead  Murdock,  M.  D.,  Superintendent. 

State  Institution  for  Feeble-Minded,  Spring  City. 
Harris  M.  Carey,  M.  D.,  Superintendent. 
George  P.  Ard,  M.  D.,  Assistant  Physician. 
A.  E.  Simonis,  M.  D.,  Assistant  Physician. 

State  Homeopathic  Hospital,  Allentown. 
Henry  I.  E^lopp,  M.  D.,  Superintendent. 

State  Lunatic  Hospital,  Harrisburg. 
H.  L.  Orth,  M.  D.,  Superintendent. 

Stonyhurst  Sanitarium,  Holmesburg,  Philadelphia. 
Mary  M.  Wolfe,  M.  D. 


GEOGRAPHICAL  DISTRIBUTION  MEMBERS  AND  INSTITUTIONS.      53 

PENNSYLVANIA— Con/Jn«fd. 

Wood  Lea  Sanitarium,  Ardmore. 
Grace  E.  White,  M.  D. 

"  The  Eyrie,"  Cufton  Heights. 
W.  W.  Hawke,  M.  D. 


Jane  Rogers  Baker,  M.  D. 
Charles  W.  Burr,  M.  D,,  Philadelphia. 
Se3rmour  De  Witt  Ludlum,  M.  D.,  Merion. 
D.  J.  McCarthy,  M.  D.,  Philadelphia. 
Edward  E.  Mayer,  M.  D.,  Pittsburg. 
Charles  K  Mills,  M.  D.,  Philadelphia. 
John  H.  W.  Rhein,  M.  D,,  Philadelphia. 
Frank  Woodbury,  M.  D.,  Philadelphia. 
W.  E.  Wright,  M.  D.,  Harrisburg. 

PHILIPPINE  ISLANDS— Arthur  Delacroix,  M.  D.,  Manila. 

PORTO  RICO — Insane  Asylum,  San  Juan. 
No  members. 

R 

RHODE  ISLAND — Butler  Hospital,  Providence. 
G.  Alder  Blnmer,  M.  D.,  Superintendent 
Henry  C.  Hall,  M  D.,  Assistant  Physician. 

Rhode  Island  State  Sanatorium,  Wallum  Lake. 
H.  L.  Barnes,  M.D.,  Superintendent 

State  Hospital  for  Insane,  Howard. 

Arthur  H.  Harrington,  M.D.,  Superintendent 


William  McDonald,  M.  D.,  i88  Blackstone  Boulevard,  Providence. 


SOUTH  CAROLINA — State  Hospital  for  the  Insane,  Columbia. 
J.  W.  Babcock,  M.  D.,  Superintendent 
J.  L.  Thompson,  M  D.,  Assistant  Physician. 

SOUTH  DAKOTA — South  Dakota  Hospital  for  the  Insane,  Yankton. 
L.  C.  Mead,  M.  D.,  Superintendent 
George  Sheldon  Adams,  M.  D.,  Assistant  Superintendent 

Asylum  for  Insane  Indians,  Canton. 

Henry  R.  Hummer,  M.  D.,  Superintendent 
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TENNESSEE — Central  Hospital  for  the  Insane,  Nashville. 
Albert  E.  Douglas,  M.  D.,  Superintendent 

ELastern  Hospital  for  the  Insane,  Knoxville. 
Michael  Campbell,  M.  D.,  Superintendent. 

Western  Hospital  for  Insane,  Bolivar. 
James  J.  Neely,  M.  D.,  Superintendent. 

TEXAS — Dr.  Moody's  Sanitarium,  San  Antonio. 
G.  H.  Moody,  M.  D.,  Superintendent. 

North  Texas  Hospital  for  the  Insane,  Terrell. 
No  members. 

Southwestern  Insane  Asylum,  San  Antonio. 
No  members. 

State  Epileptic  Colony,  Abilene. 
No  members. 

State  Lunatic  Asylum,  Austin. 

John  Preston,  M.  D.,  Superintendent. 


John  S.  Turner,  M.  D.,  Dallas. 


U 


UTAH — Utah  State  Mental  Hospital,  Provo  City. 
Daniel  H.  Calder,  M.  D.,  Superintendent. 


VERMONT — Brattleboro  Retreat,  Brattleboro. 
Shailer  E.  Lawton,  M.  D.,  Superintendent. 
George  B.  Landers,  M.  D.,  First  Assistant  Physician. 

State  Hospital  for  the  Insane,  Waterbury. 
No  members. 

VIRGINIA — Central  State  Hospital,  Petersburg. 
William  F.  Drewry,  M.  D.,  Superintendent. 

Eastern  State  Hospital,  Williamsburg. 
No  members. 

Southwestern  State  Hospital,  Marion. 
John  C.  King,  M.  D.,  Superintendent. 

State  Epileptic  Colony,  Madison  Heights. 
A.  S.  Priddy,  M.  D.,  Superintendent. 
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Western  State  Hospital,  Staunton. 

J.  S.  De  Jarnette,  M.  D.,  Superintendent 
J.  H.  Garlick,  M.  D.,  Assistant  Physician. 

W 
WASHINGTON— Eastern  Washington  Hospital  for  the  Insane,  Med- 
ical Lake. 
John  K  Semple,  M.  D.,  Superintendent. 

Western  Washington  Hospital  for  the  Insane,  Fort  Steilacoom. 
No  members. 

WEST  VIRGINIA — Second  Hospital  for  the  Insane,  Spencer. 
No  members. 

West  Virginia  Asylum  at  Huntington,  Huntington. 
L.  V.  Guthrie,  M.  D.,  Superintendent 

West  Virginia  Hospital  for  the  Insane  at  Weston. 
No  members. 

WISCONSIN — Milwaukee   Asylum    for   the   Chronic   Insane,    Wau- 

WATOSA. 

William  F.  Beutler,  M.  D.,  Superintendent. 

Milwaukee  Hospital  for  the  Insane,  Wauwatosa. 
M.  J.  White,  M.  D.,  Superintendent 

Milwaukee  Sanitarium,  Wauwatosa. 

Richard  Dewey,  M.  D.,  Physician-in-Charge. 

Northern  Hospital  for  the  Insane,  Winnebago. 
W.  S.  Osbom,  M.  D.,  First  Assistant  Physician. 

Palmyra  Sanitarium,  Palmyra. 
No  members. 

Waukesha  Springs  Sanitarium,  Waukesha. 
Byron  M.  Caples,  M.  D.,  Superintendent. 

Wisconsin  State  Hospital  for  the  Insane,  Mendota. 
Charles  Gorst,  M.  D.,  Superintendent 
William  F.  Lorenz,  M.  D.,  First  Assistant  Physician. 


William  F.  Becker,  M.  D.,  604  Goldsmith  Bldg.,  Milwaukee. 
Anne  Burnet,  M.  D.,  513  La  Salle  St,  Wausau. 
John  B.  Edwards,  M.  D.,  Milwaukee. 
Roy  E.  Mitchell,  M.  D.,  Eau  Claire. 

WYOMING — State  Hospital  for  the  Insane,  Evanston. 
Charles  H.  Seller,  M.  D.,  Superintendent 
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BRITISH  AMERICA. 
BRITISH  COLUMBIA — Public  Hospital  for  Insane,  New  Westminster. 
Charles  Edward  Doherty,  M.  D.,  Superintendent. 
James  G.  McKay,  M.  D.,  Assistant  Physician. 

MANITOBA — Asylum  for  the  Insane,  Selkirk. 
David  Young,  M.  D.,  Superintendent. 

NEW  BRUNSWICK— The  Provincial  Hospital,  Fairville,  St.  John's 
County. 
James  V.  Anglin,  M.  D.,  Superintendent, 

NEWFOUNDLAND— Asylum  for  the  Insane,  St.  John's. 

No  members. 

NOVA  SCOTIA— Nova  Scotia  Hospital,  Halifax. 
W.  H.  Hattie,  M.  D.,  Superintendent. 
Frederick  E.  Lawlor,  M.  D.,  Assistant  Physician. 

ONTARIO — ^Asylum  for  the  Insane,  Cobourg. 
Thomas  J.  Moher,  M.  D.,  Superintendent. 

Asylum  for  the  Insane,  London. 

W.  J.  Robinson,  M.  D.,  Superintendent. 

Asylum  for  the  Insane,  Penetanguishene. 
William  T.  Wilson,  M.  D.,  Superintendent. 

Homewood  Sanitarium,  Guelph. 

Alfred  T.  Hobbs,  M.  D.,  Superintendent. 

Hospital  for  the  Insane,  Brockville. 
No  members. 

Hospital  for  the  Insane,  Hamilton. 
W.  M.  English,  M.  D.,  Superintendent. 

MiMico  Asylum  for  the  Insane,  Toronto. 
Nelson  H.  Beemer,  M.  D.,  Superintendent. 

Dr.  Meyers'  Hospital,  Toronto. 

Donald  Campbell  Meyers,  M.  D.,  Superintendent. 

RocKWOOD  Hospital  for  the  Insane,  Kingston. 
Edward  Ryan,  M.  D.,  Superintendent. 

Toronto  General  Hospital,  Toronto. 

Charles  K.  Clarke,  M.  D.,  Medical  Superintendent. 

PRINCE  EDWARD  ISLAND— Falconwood  Hospital  for  Insane,  Char- 
lottetown. 
V.  L.  Goodwill,  M.  D.,  Superintendent. 

QUEBEC — Beaufort  Asylum  for  the  Insane,  Beauport,  Quebec 
M.  D.  Brochu,  M.  D.,  Superintendent. 
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QUEBEC— Continued. 

Hospital  Saint  Jean  de  Dieu,  Gamelin. 
George  Villeneuve,  M.  D.,  Superintendent. 

Protestant  Hospital  for  the  Insane,  Montreal. 
T.  J.  W.  Burgess,  M.  D.,  Superintendent 
Carlyle  A.  Porteous,  M.  D.,  Assistant  Superintendent 
Andrew  Macphail,  M.  D.,  Consulting  Pathologist 
David  Alexander  Shirres,  M.  D.,  Consulting  Neurologist. 


E.  Philippe  Chagnon,  M.  D.,  Montreal. 
BAHAMA  ISLAITDS— J.  A.  Mackintosh,  M.  D.,  Nassau  N.  P.  Bahamas. 


AMERICAN  MEDICO-PSYCHOLOGICAL 
ASSOCIATION. 


CONSTITUTION. 


Article  I. 
This  organization  shall  be  known  as  the  American  Medico- 
Psychological  Association,  this  name  being  adopted  in  1892 
by  "  The  Association  of  Medical  Superintendents  of  American 
Institutions  for  the  Insane,"  founded  in  1844. 

Article  II. 
The  object  of  this  Association  shall  be  the  study  of  all  subjects 
pertaining  to  mental  disease,  including  the  care,  treatment,  and 
promotion  of  the  best  interests  of  the  insane. 

Article  III. 

There  shall  be  four  classes  of  members :  ( i )  Active  members, 
who  shall  be  physicians,  resident  in  the  United  States  and  British 
America,  especially  interested  in  the  treatment  of  insanity;  (2) 
Associate  members;  (3)  Honorary  members;  and  (4)  Corre- 
sponding members. 

Article  IV. 

The  officers  of  the  Association  shall  consist  of  a  President, 
Vice-President,  Secretary — who  shall  also  be  the  Treasurer — three 
Auditors,  and  twelve  other  members  of  the  Association  to  be  called 
Councilors;  all  of  these  officers  together  shall  constitute  a  body 
which  shall  be  known  as  the  Council. 

Note. — The  Association  of  Medical  Superintendents  of  American  Institu- 
tions for  the  Insane  was  founded  in  1844  by  the  original  thirteen  members. 
In  1891,  when  its  membership  had  increased  to  more  than  two  hundred,  it 
was  proposed,  at  the  annual  meeting  of  that  year  in  Washington,  to  form 
a  better  organization  of  the  Association — its  work  having  previously  been 
done  under  the  somewhat  unstable  rules  of  custom  and  a  few  resolutions 
scattered  through  its  records.  The  proposition  was  agreed  to,  and  at  the 
annual  meeting  in  Washington,  in  1892  there  was  unanimously  adopted  the 
following  Constitution  and  By-Laws,  with  the  change  of  name  to  the 
American  Medico-Psychoux:ical  Association. 
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Article  V. 

The  Active  members  of  the  Association  shall  include  all  past 
and  present  medical  superintendents  named  in  the  official  list  pub- 
lished for  1892  of  members  of  "  The  Association  of  Medical 
Superintendents  of  American  Institutions  for  the  Insane  " ;  the 
Honorary  members  shall  include  those  so  designated  in  that  list ; 
the  Associate  members  shall  include  all  the  assistant  physicians 
named  in  the  same  list;  it  being  provided  that  said  list  shall  be 
corrected  by  the  Council,  as  may  be  necessary  to  carry  out  the 
intention  of  the  Constitution  as  to  the  continuance  of  existing 
membership. 

Every  candidate  for  admission  to  the  Association  hereafter  as 
an  Active  member  shall  be  proposed  to  the  Council,  in  writing, 
in  an  application  addressed  to  the  President,  at  any  annual  meet- 
ing preceding  the  one  at  which  the  election  is  held.  Honorary, 
Associate,  or  Corresponding  members  shall  be  proposed  to  the 
Council,  in  writing,  in  an  application  addressed  to  the  President, 
at  least  two  months  prior  to  the  meeting  of  the  Association. 
Every  application  of  whatever  class  must  include  a  statement  of 
the  candidate's  name  and  residence,  professional  qualifications, 
and  any  appointments  then  or  formerly  held,  and  certifying  that 
he  is  a  fit  and  proper  person  for  membership.  In  the  case  of  a 
candidate  for  Active  or  Associate  membership,  the  application 
shall  be  signed  by  three  Active  members  of  the  Association ;  and 
by  six  Active  members  for  the  proposal  of  an  Honorary  or  Corre- 
sponding member.  The  names  of  all  candidates  approved  by  a 
majority  vote  of  members  of  the  Council  present  at  its  annual 
meeting  shall  be  presented  on  a  written  or  printed  ballot  to  the 
Association  at  its  concurrent  annual  meeting,  at  least  one  session 
previous  to  that  at  which  the  election  is  made,  which  shall  be  by 
ballot  at  a  regular  session,  and  require  a  majority  vote  of  the 
members  present.  Physicians  who,  by  their  professional  work 
or  published  writings,  have  shown  a  special  interest  in  the  care 
and  welfare  of  the  insane,  are  eligible  to  Active  membership. 
The  only  persons  eligible  for  Associate  membership  are  regularly 
appointed  assistant  physicians  of  institutions  for  the  insane  that 
are  regarded  to  be  properly  such  by  the  Council;  and  they  are 
eligible  for  such  membership  only  during  the  time  they  are  hold- 
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ing  such  appointments.  After  holding  such  an  appointment  three 
years,  an  Associate  member  may  become  an  Active  member  by 
making  application,  in  writing,  to  the  Council,  and  upon  its 
approval,  being  elected  in  the  manner  heretofore  prescribed. 

Article  VI. 

Physicians  and  others  who  have  distinguished  themselves  by 
their  attainments  in  branches  of  science  connected  with  insanity, 
or  who  have  rendered  signal  service  in  philanthropic  efforts  to 
promote  the  interests  of  the  insane,  shall  be  eligible  for  Honorary 
membership. 

Physicians  not  residents  in  the  United  States  and  British  Amer- 
ica, who  are  actively  engaged  in  the  treatment  of  insanity,  may  be 
elected  Corresponding  members. 

Active  members  only  shall  be  entitled  to  a  vote  at  any  meeting, 
or  be  eligible  to  any  office.  Honorary  and  Corresponding  mem- 
bers shall  be  exempt  from  all  payments  to  the  Association. 

Article  VII. 

Any  member  of  the  Association  may  withdraw  frorn  it  on  signi- 
fying his  desire  to  do  so  in  writing  to  the  Secretary:  Provided, 
That  he  shall  have  paid  all  his  dues  to  the  Association.  Any 
member  who  shall  fail  for  three  successive  years  to  pay  his  dues 
after  special  notice  by  the  Treasurer  shall  be  regarded  as  having 
resigned  his  membership,  unless  such  dues  shall  have  been  re- 
mitted by  the  Council  for  good  and  sufficient  reasons. 

And  member  who  shall  be  declared  unfit  for  membership  by 
a  two-thirds  vote  of  the  members  of  the  Council  present  at  an 
annual  meeting  of  that  body  shall  have  his  name  presented  by 
it  for  the  action  of  the  Association  from  which  he  shall  be  dis- 
missed if  it  be  so  voted  by  two-thirds  of  the  members  present  at 
its  annual  meeting. 

Article  VIII. 

The  Officers  and  Councilors  shall  be  elected  at  each  annual 
meeting.  They  shall  be  nominated  to  the  Association  on  the 
second  day  of  the  annual  meeting  in  the  order  of  business  of  the 
first  session  of  that  day,  by  a  committee  appointed  for  that  pur- 
pose by  the  President ;  and  the  election  shall  take  place  immedi- 
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ately.  The  election  shall  be  made  as  the  meeting  may  determine, 
and  the  person  who  shall  have  received  the  highest  number  of 
votes  shall  be  declared  elected  to  the  office  for  which  he  has  been 
nominated. 

The  President,  Vice-President,  the  Secretary  and  Treasurer, 
and  Auditors  shall  hold  office  for  one  year  or  until  the  beginning 
of  the  term  for  which  their  successors  are  elected.  One  Auditor 
shall  be  elected  for  one  year,  one  for  two  years,  and  one  for  three 
years.  The  Secretary  and  Treasurer  and  one  Auditor  are  eligible 
for  re-election.  At  the  first  election  of  Councilors,  four  members 
shall  be  elected  for  one  year,  four  for  two  years,  and  four  for  three 
years ;  and  thereafter  four  members  shall  be  elected  each  year  to 
hold  office  three  years,  or  until  their  successors  are  elected.  The 
President,  Vice-President,  one  Auditor,  and  the  four  retiring 
Councilors  are  ineligible  for  re-election  to  their  respective  offices 
for  one  year  immediately  following  their  retirement.  All  the  Offi- 
cers and  Councilors  shall  enter  upon  their  duties  immediately  after 
their  election,  excepting  the  President  and  Vice-President.  When 
any  vacancies  occur  in  any  of  the  offices  of  the  Association,  they 
shall  be  filled  by  the  Council  until  the  next  annual  meeting. 

A  quorum  of  the  Council  shall  be  formed  by  six  members ;  and 
of  the  Association  by  twenty  Active  members. 

Article  IX. 

The  President  and  Vice-President  for  the  year  shall  enter  on 
their  duties  at  the  close  of  the  business  of  the  annual  meeting  at 
which  they  are  elected.  The  President  shall  prepare  an  inaugural 
address  to  be  delivered  at  the  opening  session  of  the  meeting. 
He  shall  preside  at  all  the  annual  or  special  meetings  of  the 
Association  or  Council,  or  in  his  absence  at  any  time,  the  Vice- 
President  shall  act  in  his  place. 

The  Secretary  and  Treasurer  shall  keep  the  records  of  the 
Association  and  perform  all  the  duties  usually  pertaining  to  that 
office,  and  such  other  duties  as  may  be  prescribed  for  him  by  the 
Council;  and  under  the  same  authority  he  shall  receive  and  dis- 
burse and  duly  account  for  all  sums  of  money  belonging  to  the 
Association.  He  shall  keep  accurate  accounts  and  vouchers  of 
all  his  receipts  and  payments  on  behalf  of  the  Association,  and  of 
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all  invested  funds,  with  the  income  and  disposition  thereof,  that 
may  be  placed  in  his  keeping,  and  shall  submit  these  accounts,  with 
a  financial  report  for  the  preceding  year,  to  the  Council  at  its 
annual  meeting.  Each  annual  statement  shall  be  examined  by 
the  Auditors,  who  shall  prepare  and  present  at  each  annual  meet- 
ing of  the  Association  a  report  showing  its  financial  condition. 
The  Council  shall  have  charge  of  any  funds  in  the  possession  of 
the  Association,  and  which  shall  be  invested  under  its  direction 
and  control.  The  Council  shall  keep  a  careful  record  of  its  pro- 
ceedings, and  make  an  annual  report  to  the  Association  of  matters 
of  general  interest.  The  Council  shall  also  print  annually  the 
proceedings  of  the  meetings  of  the  Association  and  the  reports  of 
the  Treasurer  and  Auditors. 

The  Council  is  empowered  to  manage  all  the  affairs  of  the  Asso- 
ciation, subject  to  the  Constitution  and  By-Laws ;  to  appoint  com- 
mittees from  the  membership  of  the  Association,  and  spend  money 
out  of  its  surplus  funds  for  special  scientific  investigations  in 
matters  pertaining  to  the  objects  of  the  Association,  to  publish 
reports  of  such  scientific  investigations ;  to  apply  the  income  of 
special  funds,  at  its  discretion,  to  the  purposes  for  which  they 
were  intended.  The  Council  may  also  engage  in  the  regular 
publication  of  reports,  papers,  transactions,  and  other  matters,  in 
annual  volume,  or  in  a  journal,  in  such  manner  and  at  such 
times  as  the  Council  may  determine,  with  the  approval  of  the 
Association. 

Article  X. 
Amendments  to  the  Constitution  and  By-Laws  shall  be  taken 
up  for  consideration  at  the  first  session  of  the  second  day  of  any 
annual  meeting,  and  may  be  made  by  a  two-thirds  vote  of  all 
the  members  present:  Provided,  That  notice  of  such  proposed 
amendments  be  given  in  writing  at  the  annual  meeting  next  pre- 
ceding. It  shall  be  the  duty  of  the  Secretary  to  send  to  all  the 
members  a  copy  of  any  proposed  amendment  at  least  three  months 
previous  to  the  meeting  when  the  action  is  to  be  taken. 
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•  BY-LAWS. 

Article  I. 

The  meetings  of  the  Association  shall  be  held  annually.  The 
time  and  place  of  each  meeting  shall  be  named  by  the  Council,  and 
reported  to  the  Association  for  its  action  at  the  preceding  meeting. 
Each  annual  meeting  shall  be  called  by  printed  announcements 
sent  to  each  member  at  least  three  months  previous  to  the  meeting. 

The  Council  shall  hold  an  annual  meeting  concurrent  with  the 
annual  meeting  of  the  Association ;  and  the  Council  shall  hold  as 
many  sessions  and  at  such  times  as  the  business  of  the  Association 
may  require. 

Special  meetings  of  the  Council  may  be  called  by  the  order  of 
the  Council.  The  President  shall  have  authority  at  any  time,  at 
his  own  discretion,  to  instruct  the  Secretary  to  call  a  special  meet- 
ing of  the  Council ;  and  he  shall  be  required  to  do  so  upon  a 
request  signed  by  six  members  of  the  Council.  Such  special 
meetings  shall  be  called  by  giving  at  least  four  weeks'  written 
notice. 

Article  II. 
Each  and  every  Active  and  Associate  member  shall  pay  an 
annual  tax  to  the  Treasurer,  the  amount  to  be  fixed  annually  by 
the  Council,  not  to  exceed  five  dollars  for  an  Active  member,  or 
two  dollars  for  an  Associate  member. 

Article  III. 
The  order  of  business  of  each  annual  meeting  of  the  Association 
shall  be  determined  by  the  Council,  and  shall  be  printed  for  the 
use  of  the  Association  at  its  meeting.  The  Council  shall  also  make 
all  arrangements  for  the  meetings  of  the  Association,  appointing 
such  auxiliary  committees  from  its  own  body,  or  from  other  mem- 
bers of  the  Association,  and  making  such  other  provisions  as  shall 
be  requisite,  at  its  discretion. 


NOTE. 

The  accompanying-  volume,  containing  the  proceedings,  papers, 
and  discussions  of  the  American  Medico-Psychological  Associa- 
tion at  its  Sixty-seventh  Annual  Meeting,  is  printed  by  the  Council 
with  the  Approval  of  the  Association. 

CHARLES  G.  WAGNER, 

Secreta/ry. 

BiNGHAMTON,  N.  Y., 

May  I,  1912. 


AMERICAN  MEDICO-PSYCHOLOGICAL 
ASSOCIATION. 


PROCEEDINGS  OF  THE  SIXTY-SEVENTH  ANNUAL  MEETING. 

Denver,  Colo.,  Monday,  June  19,  191 1. — First  Session. 

The  Association  convened  at  10  a.  m.  in  the  Committee  Room 
of  the  Brown  Palace  Hotel,  Denver,  Colo.,  and  was  called  to 
order  by  the  President,  Dr.  Charles  W.  Pilgrim,  of  Poughkeepsie> 

N.Y. 

The  President. — I  have  the  honor  to  announce  the  opening  of  the  sixty- 
seventh  annual  meeting  of  the  American  Medico-Psychological  Association, 
and  it  is  also  my  great  pleasure  to  introduce  Governor  John  F.  Shafroth 
who  will  deliver  the  address  of  welcome. 

Governor  Shafroth  spoke  somewhat  at  length  of  the  material 
resources  of  the  state,  and  extended  a  cordial  welcome  to  the 
Association  to  visit  and  inspect  its  many  and  varied  interests. 

Owing  to  the  absence  of  Hon.  Robert  W.  Speer,  Mayor  of 
Denver,  the  Association  was  welcomed  in  behalf  of  the  city  of 
Denver  by  Dr.  Robertson,  President  of  the  Board  of  Supervisors, 
and  acting  mayor  of  the  city. 

Report  of  the  Council  to  the  American  Medico-Psychological 
Association. 

Denver,  Colo.,  June  19,  191 1. 

The  Council  met  on  the  evening  of  June  18,  191 1,  in  the  Brown  Palace 
Hotel. 

The  Council  recommends  for  election  to  Active  membership  the  follow- 
ing named  physicians : 

Robert  S.  Carroll,  M.  D.,  Asheville,  N.  C;  George  B.  Gale,  M.  D., 
Butler,  N.  J.;  Arthur  S.  Hamilton,  M.  D.,  Minneapolis,  Minn.;  D'Orsay 
Hecht,  M.  D.,  Chicago,  111.;  Arthur  P.  Herring,  M.  D.,  Baltimore,  Md.; 
Daniel  P.  Hickling,  M.  D.,  Washington,  D.  C. ;  Ernest  Jones,  M.  D., 
^Toronto,  Can.;  S.  Adolphus  Knopf,  M.  D.,  New  York,  N.  Y.;  Robert  L. 
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Richards,  M.  D.,  Washington,  D.  C. ;  George  H.  Riggs,  M.  D.,  Ijamsville, 
Md. ;  Elizabeth  C.  Spencer,  M.  D.,  Norristown,  Pa. ;  Roy  McLean  Van 
Wart,  M.  D.,  New  Orleans,  La. ;  Edward  P.  Busse,  M.  D.,  Madison,  Ind. ; 
O.  O.  Fordyce,  M.  D.,  Athens,  Ohio. ;  Luther  M.  Halsey,  M.  D.,  Williams- 
town,  N.  J. ;  John  H.  W.  Rhein,  ,M.  D.,  Philadelphia,  Pa. ;  G.  Wilse  Robin- 
son, iM.  D.,  Kansas  City,  Mo. 

The  Council  recommends  the  transfer  of  the  following  named  Associate 
members  to  the  Active  class: 

T.  L.  Long,  M.  D.,  Cherokee,  Iowa;  Robert  P.  Winterode,  M.  D., 
Crownsville,  Md. ;  Benjamin  W.  Baker,  M.  D.,  Laconia,  N.  H. ;  James  V. 
May,  M.  D.,  Binghamton,  N.  Y. ;  Harry  L.  Barnes,  M.  D.,  Wallum  Lake, 
R.  L ;  Jesse  C.  Coggins,  M.  D.,  Laurel,  Md. ;  Cornelius  De  Weese,  M.  D., 
Laurel,  Md. ;  George  Donohoe,  M.  D.,  Knoxville,  Iowa ;  A.  E.  Douglas, 
M.  D.,  Nashville,  Tenn. ;  Guy  G.  Fernald,  M.  D.,  Concord  Junction,  Mass. ; 
Frederick  L.  Hills,  M.  D.,  Bangor,  Me. ;  Ethan  A.  Nevin,  M,  D.,  Newark, 
N.  Y. ;  C.  A.  Porteous,  M.  D.,  Montreal,  Can. ;  Harry  R.  Hummer,  M.  D., 
Canton,  S.  D. ;  E.  L.  McCafferty,  M.  D.,  Mt.  Vernon,  Ala. ;  W.  D.  Partlow, 
M.  D.,  Tuscaloosa,  Ala. ;  Lena  A.  Beach,  M.  D.,  Cherokee,  Iowa. 

The  Council  recommends  that  the  following  named  physicians  be  elected 
to  Associate  membership : 

Joseph  Smith,  M.  D.,  Brooklyn,  N.  Y.;  W.  F.  Lorenz,  M.  D.,  Mendota, 
Wis. ;  Melvin  J.  Rowe,  M.  D.,  Kalamazoo,  Mich. ;  Hugh  H.  Dorr,  M.  D., 
Athens,  Ohio. ;  Howard  A.  La  Moure,  M.  D.,  Pueblo,  Col. ;  William  C. 
Porter,  M.  D.,  Poughkeepsie,  N.  Y. ;  Howard  P.  Carpenter,  M.  D.,  Pough- 
keepsie,  N.  Y. ;  Adelbert  C.  Matthews,  M.  D.,  Poughkeepsie,  N.  Y. ;  Louis 
K.  Henschel,  M.  D.,  Greystone  Park,  N.  J.;  Pauline  M.  Leader,  M.  D., 
Clarinda,  Iowa ;  Esther  S.  B.  Woodward,  M.  D.,  Westborough,  Mass. ; 
John  Williams  Mobley,  M.  D.,  Milledgeville,  Ga. 

The  Council  has  received  the  following  applications  for  active  member- 
ship. In  accordance  with  the  constitution,  final  consideration  of  these  will 
be  deferred  until  next  year : 

Daniel  D.  Lustig,  M.  D.,  San  Francisco,  Cal. ;  Alfred  Gordon,  M.  D., 
Philadelphia,  Pa.;  Jose  A.  Malberty,  M.  D.,  Havana,  Cuba;  Frederic  C. 
Eastman,  M.  D.,  Brooklyn,  N.  Y. ;  Herman  G.  Matzinger,  M.  D.,  Buffalo, 
N.  Y. ;  John  J.  iMac  Phee,  M.  D.,  New  York,  N.  Y. ;  Robert  P.  Smith,  M.  D., 
Seattle,  Wash.;  F.  S.  White,  M.  D.,  San  Antonio,  Texas;  Arthur  W. 
Rogers,  M.  D.,  Oconomawoc,  Wis. ;  Mary  E.  Pogue,  M.  D.,  Lake  Geneva, 
Wis. ;  Guy  Payne,  M.  D.,  Cedar  Grove,  N.  J. ;  Edward  Melius,  M.  D.,  West 
Newton,  Mass.;  Thomas  W.  Salmon,  M.  D.,  New  York,  N.  Y.;  W.  B. 
Kern,  M.  D.,  Hastings,  Neb. ;  H.  M.  Smith,  ,M.  D.,  Las  Vegas,  N.  Mex. ; 
W.  L.  Allison,  M.  D.,  Fort  Worth,  Tex. 

The  Council  has  received  the  resignations  of  the  following  members : 

Geo.  L.  Sinclair,  M.  D.,  Halifax,  N.  S. ;  G.  A.  Mac  Galium,  M.  D.,  New 
York,  N.  Y.;  G.  H.  M.  Rowe,  M.  D.,  Boston,  Mass. 

The  Council  received  from  Dr.  Henry  R.  Stedman  of  Boston,  Mass. 
receipted  bills  amounting  to  $156.02  covering  expenses  of  Committee  on 
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Expert  Testimony,  appointed  at  the  1909  meeting  of  the  Association,  and 
it  was  voted  to  recommend  that  the  Association  direct  the  Treasurer  to 
reimburse  Dr.  Stedman. 

The  Council  received  from  Dr.  Newton  M.  Shaffer,  Treasurer  of  the 
Congress  of  American  Physicians  and  Surgeons,  a  statement  of  this  Asso- 
ciation's per  capita  share  of  the  cost  of  the  Eighth  Congress  held  in  Wash- 
ington, D.  C,  in  1910,  amounting  to  $423.98,  and  it  was  voted  to  recommend 
that  the  bill  be  paid,  but  that  owing  to  the  excessive  amount  this  Association 
has  to  pay  for  affiliation  with  the  Congress  the  President  be  directed  to 
appoint  a  committee  of  three  to  consider  and  report  at  the  1912  meeting  as 
to  whether  we  shall  continue  our  membership  in  the  Congress. 

The  Council  received  the  following  communication  from  Dr.  Robert  B. 
Lamb  of  Fishkill,  N.  Y.  as  a  report  of  the  delegates  to  the  Eighth  Inter- 
national Prison  Cong^ress  in  Washington,  D.  C,  October,  1910,  and  it  was 
voted  to  submit  the  same  to  the  Association. 

The  Eighth  International  Prison  Congress  convened  in  the  Pan- 
American  Building,  Washington,  on  October  2d  last,  the  delegates  being 
welcomed  by  President  Taft. 

The  organization  of  this  Congress  was  in  four  sections.  Section  One, 
dealt  with  criminal  law.  Section  Two,  with  prison  administration. 
Section  Three,  with  the  prevention  of  crime.  Section  Four,  with  children. 
The  Congress  itself  is  in  reality  an  international  legislature  in  which 
resolutions  are  adopted  only  after  much  debate  and  argument.  While 
the  adoption  of  these  resolutions  is  in  no  sense  binding  on  any  nation 
represented  at  the  Congress,  nevertheless,  they  have  the  effect  of  defining 
the  views  of  a  majority  of  all  delegates  present. 

While  no  topic  presented  to  the  Congress  was  directly  in  the  realm  of 
medicine  or  psychiatry,  several  were  closely  allied  to  it  The  first  was  the 
consideration  of  the  best  method  of  treating  persons  recognized  as  mentally 
defective — especially  if  dangerous  moral  tendencies  were  manifested.  The 
Congress  confessed  itself  not  ready  to  adopt  any  resolution  bearing  on  this 
proposition,  but  recommended  that  further  specific  study  be  made  before  a 
resolution  was  moved  for  adoption.  Recommendation  was  made,  however, 
that  at  least  one  representative  of  medical  science  be  included  on  the  board 
having  charge  of  the  release  of  mentally  defectives. 

The  treatment  of  the  inebriate  was  also  considered,  with  the  adoption  of 
the  following  resolution : 

1.  That  experiments  of  the  last  ten  years  made  in  certain  countries  pro- 
viding special  establishments  for  the  detention  of  habitual  criminal 
drunkards  for  a  long  period — two  or  three  years — ^have  been  successful. 

2.  That  it  is  not  necessary  to  complete  the  discipline  of  these  establish- 
ments by  special  medical  treatment,  but  it  is  essential  to  the  success  of  the 
method  that  hygienic  and  medical  treatment  of  the  inmates  of  establish- 
ments of  this  class  shall  be  directed  by  qualified  medical  practitioners. 

3.  That  further  extension  of  this  detention  of  the  inebriate,  under  State 
control,  with  a  view  especially  to  arresting  the  habit,  is  desirable. 
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The  foreign  delegates  were  presented  with  souvenir  volumes  edited  by 
various  American  authors,  and  published  by  the  Sage  Foundation.  These 
set  forth  the  American  views  of  the  treatment  of  criminals  at  the  present 
time. 

Respectfully  submitted, 
Robert  B.  Lamb. 

The  changes  in  the  membership  of  the  American  Medico-Psychological 
Association  during  the  past  year  are  as  follows : 

Honorary  Members. 

Former  number    23 

Died   I 

Present  number   -. 22 

Active  Members. 

Former  number   316 

Transferred  from  Associate  6 

Admitted  27 

Dropped 9 

Resigned 4 

Died   5 

Present  number   331 

Associate  Members. 

Former  number   143 

Admitted  14 

Transferred  to  Active 6 

Dropped 7 

Died   1 

Present    number    143 

Honorary    ,  .  22 

Active    331 

Associate    I43 

Total 496 

On  motion,  which  was  duly  seconded,  the  report  of  the  Council 
was  accepted  and  adopted.  The  names  of  the  physicians  proposed 
for  election  to  come  up  to-morrow  in  regular  course. 

The  President. — We  will  now  hear  the  report  of  the  Treasurer. 
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Report  of  Teeasxjber  1910-1911. 

DEBITS. 

Balance  on  hand  May  3,  1910 $3,355-25 

Dues  from  active  members 1,703.10 

Dues  from  associate  members 267.25 

Interest  on  bank  deposits 99.62 

Reimbursement   for   reprints 23.55 

Gummed   lists   of  members 10.00 

Advance  dues  from  candidate  for  membership 5.00 

Copy  of  Transactions  and  postage  on  same 1.20 

Total    $5,464.97 

Credits. 
1910 

May  13.    E.  S.  Graney,  freight $  1.40 

18.  Wm.  A.  White,  committee  of  arrangements 50.25 

19.  F.  B.  Dresslar,  expenses 68.50 

20.  Mersereau  Printery,  stamped  envelopes 32.00 

27.    Robt.    J.    Powers,    stenographer,    expenses    at   annual 

meeting,  1910 58.90 

June    2.    George  M.  Kline,  M.  D.,  refund 5.00 

3.     Mersereau    Printery 16.41 

6.    Edward  N.  Brush,  American  Journal  of  Insanity 300.00 

Aug.  19.    Lord  Baltimore  Press,  Transactions,  1909 1,200.00 

Sept.    7.    Lord  Baltimore  Press,  Transactions,  1909 161.90 

Oct.    14-    Oscar  P.  Chase,  clerical  service,  1909-1910 60.00 

Dec.  II.    Robt.  J.  Powers,  express  charges,  etc 6.54 

16.    Robt.  J.  Powers,  stenographer,  reporting  meeting 70.00 

191 1 

Apr.    3.     Mersereau  Printery,  preliminary  program 6.00 

16.     Robt.  J.  Powers,  postage,  freight,  etc 18.82 

May    6.    Lucas  Brothers,  Inc.,  cash  book 1.60 

12.     Florence  I.  Brinkley,  indexing  Transactions 5.00 

June    8.     Mersereau  Printery,  program 36.00 

10.    Robt.   J.    Powers,   clerical   service,    1910-1911 55-00 

10.    Oscar  P.  Chase,  postage  stamps 10.00 

Stamps  used  during  year  in  conduct  of  business 5.00 

Credits. 

Balance  in  City  National  Bank,  Binghamton,  N.  Y $  602.97 

Balance   in   Binghamton    Savings   Bank 1,047.36 

Balance    in    Emigrant    Industrial    Savings    Bank 1,646.32 

Total $5464-97 

Ch.\rles  G.  Wagner,  M.  D.,  Treasurer. 
June  12,  191 1. 
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On  motion  the  report  of  the  Treasurer  was  referred  to  the 
Auditors. 

The  President. — I  now  call  for  the  report  of  the  Editors  of  the  Ameri- 
can Journal  of  Insanity. 

To  the  American  Medico-Psychological  Association : 

Gentlemen. — The  statement  of  the  Johns  Hopkins  Press,  publishers  of 
the  Journal  shows  a  comfortable  financial  status  notwithstanding  the  re- 
duction in  the  price  of  the  Journal  to  members  of  the  Association. 

There  are  still  many  members  who  do  not  subscribe  for  the  Journal  who 
should,  it  is  felt,  show  their  interest  in  the  literature  of  psychiatry  and  in 
the  official  organ  of  the  organization  to  which  they  belong  by  at  once  send- 
ing in  their  subscriptions. 

Not  only  should  the  names  of  individual  members  appear  on  our  sub- 
scription list  but  the  director  of  every  institution  for  the  insane  in  the 
country  should  see  to  it  that  the  Journal  is  taken  by  the  hospital  which  he 
directs  for  its  medical  library,  irrespective  of  the  fact  that  he  and  possibly 
one  or  more  of  his  assistants  are  also  subscribers.  If  every  institution 
received  and  paid  for  the  Journal  for  its  medical  library  we  could  make 
a  very  material  reduction  in  the  price  of  subscription  to  members  of  the 
Association.  It  is  hoped  that  the  members  will  feel  sufficient  interest  in 
a  periodical  which  is  their  property  to  see  that  as  far  as  each  one  can  use 
any  influence  it  will  be  directed  to  increasing  our  subscription  list  as  has 
been  suggested. 

Last  year  we  said :  The  editors  again  take  the  liberty  of  calling  the  at- 
tention of  those  who  read  papers  at  our  meetings  to  the  rule  of  the 
Association  that  papers  presented  at  our  meetings  are  the  property  of  the 
Association  and  can  not  be  published  except  in  the  Transactions  of  the 
Association  or  the  Journal  of  Insanity  except  by  specific  permission  of  the 
Council  of  the  Association.  The  editors  are  frequently  asked  by  authors 
of  papers  for  permission  to  publish  their  contributions  in  some  medical 
journal.  It  should  be  clearly  understood  that  the  editors  have  no  power  to 
grant  such  permission.  It  would  certainly  appear,  however,  that  having 
received  a  courteous  hearing,  having  been  accorded  a  place  on  the  program 
of  our  Association,  authors  should  give  its  publications  the  opportunity  to 
publish  their  papers  before  offering  them  elsewhere.  This  would  seem  par- 
ticularly applicable  to  contributors  of  papers,  not  members  of  the  Associa- 
tion, who  have  been  given  a  hearing  at  the  meetings  of  the  Association. 
Readers  of  papers  should  also  place  their  papers  as  soon  as  read  in  the 
hands  of  the  Secretary." 

The  editors  have  addressed  a  communication  to  the  Council  regarding 
this  matter  and  it  is  hoped  that  that  body  will  take  some  action  which  shall 
more  definitely  define  the  status  of  papers  read  before  the  Association  as 
regards  their  pubhcation  in  other  periodicals,  and  that  some  definite  rule 
shall  be  made  as  to  the  time  which  shall  be  permitted  members  for  the 
correction  of  stenographic  notes  of  remarks  and  discussions. 
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Members  sending  articles  for  publication  in  the  Journal  should  send  them 
in  condition  which  will  not  necessitate  changes  in  proof  except  such  as 
are  necessary  to  correct  typographical  errors.  Changes  in  phraseology 
made  in  proof  are  expensive  and  result  in  delay  not  to  say  anything  of 
vexation  of  spirit  to  the  editors. 

Respectfully  submitted  for  the  Editorial  Board, 

Edward  N.  Brush. 

On  motion  the  report  was  accepted  and  adopted  and  the  vouch- 
ers referred  to  the  Auditors. 

The  report  of  the  Committee  on  Expert  Testimony,  which  was 
presented  at  the  meeting  in  1910  and  referred  to  the  session  of 
191 1,  was  taken  up  and  adopted  without  amendment  and  the  com- 
mittee discharged  with  thanks. 

The  President. — I  have  the  honor  of  naming  the  following  Nominating 
Committee :  Dr.  Wm.  K  Dold,  of  New  York ;  Dr.  H.  C.  Eyman,  of  Ohio ; 
Dr.  J.  M.  Buchanan,  of  Mississipi. 

Memorial  notices  were  presented  in  commemoration  of  the 
following  deceased  members :  James  B.  Ayer,  M.  D.,  Dwight  R. 
Burrell,  M.  D.,  George  F.  Cook,  M.  D.,  William  P.  Letchworth, 
LL.  D.,  Louis  C.  Pettit,  M.  D.,  James  Rutherford,  M.  D.,  Bigelow 
T.  Sanborn,  M.  D.,  Henry  M.  Weeks,  M.  D.,  and  Uranus  O.  Win- 
gate,  M.  D.,  all  of  whom  have  died  during  the  past  year. 

The  following  members  registered  and  were  in  attendance 
during  the  whole  or  a  part  of  the  meeting : 

Allen,  H.  D.,  M.  D.,  Superintendent  Allen's  Invalid  Home,  Milledge- 
ville,  Ga. 

Applegate,  C.  F.,  M.  D.,  Superintendent  Mt.  Pleasant  State  Hospital,  Mt 
Pleasant,  Iowa. 

Athon,  W.  L.,  M.  D.,  Superintendent  Anna  State  Hospital,  Anna,  IlL 

Betts,  Joseph  B.,  M.  D.,  Assistant  Physician  Buffalo  State  Hospital, 
Buffalo,  N.  Y. 

Beutler,  W.  R,  M.  D.,  Superintendent  Milwaukee  Asylum  for  Chronic 
Insane,  Wauwatosa,  Wis. 

Biddle,  T.  C,  M.  D.,  Superintendent  Topeka  State  Hospital,  Topeka, 
Kansas. 

Buchanan,  J.  M.,  M.  D.,  Superintendent  East  Mississippi  Insane  Hospital, 
Meridian,  Miss. 

Burgess,  T.  J.  W.,  M.  D.,  Medical  Superintendent  Protestant  Hospital  for 
Insane,  Montreal,  Que. 

Busey,  A  P.,  M.  D.,  Superintendent  Colorado  State  Insane  Asylum, 
Pueblo,  Colorado. 

Busse,  E.  P.,  M.  D.,  Medical  Superintendent  Southeastern  Hospital  for 
Insane,  Madison,  Ind. 
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Caples,  B.  M.,  M.  D,,  Superintendent  Waukesha  Springs  Sanitarium, 
Waukesha,  Wis. 

Carey,  H.  M.,  M.  D.,  Superintendent  Eastern  Pennsylvania  State  Insti- 
tution for  the  Feeble  Minded  and  Epileptic,  Spring  City,  Pa. 

Crumbacker,  W.  P.,  M.  D.,  Superintendent  Independence  State  Hospital, 
Independence,  Iowa. 

Doherty,  C.  E.,  M.  D.,  Medical  Superintendent  Public  Hospital  for 
Insane,  New  Westminster,  B.  C. 

Dold,  William  Elliott,  M.  D.,  Physician  In  Charge  River  Crest  Sani- 
tarium, Astoria,  L.  I.,  New  York  City. 

English,  Walter  M.,  M.  D.,  Superintendent  Hospital  for  Insane,  Hamil- 
ton, Canada. 

Eyman,  Henry  C,  M.  D.,  Superintendent  Massillon  State  Hospital, 
Massillon,  Ohio. 

Givens,  John  W.,  M.  D.,  Medical  Superintendent  The  Northern  Idaho 
Insane  Asylum,  Orofino,  Idaho. 

Gorst,  Charles,  M.  D.,  Superintendent  Wisconsin  State  Hospital  for 
Insane,  Mendota,  Wis. 

Hancker,  William  H.,  M.  D.,  Medical  Superintendent  Delaware  State 
Hospital,  Farnhurst,  Del. 

Harmon,  F.  W.,  M.  D.,  Superintendent  Longview  Hospital,  Cincinnati, 
Ohio.  . 

Henschel,  Louis  K.,  M.  D.,  Senior  Assistant  New  Jersey  State  Hospital 
at  Morris  Plains,  N.  J.,  Greystone  Park,  N.  J. 

Herring,  Arthur  P.,  M.  D.,  Secretary  Maryland  Lunacy  Commission, 
Baltimore,  Md. 

Houston,  John  A.,  M.  D.,  Superintendent  Northampton  State  Hospital, 
Northampton,  Mass. 

Jones,  L.  M.,  M.  D.,  Superintendent  Georgia  State  Sanitarium,  Milledge- 
ville,  Ga. 

Kilbourne,  Arthur  F.,  M.  D.,  Superintendent  Rochester  State  Hospital, 
Rochester,  Minn. 

Lorenz,  William  F.,  M.  D.,  First  Assistant  Wisconsin  State  Hospital, 
Mendota,  Wis. 

McCafferty,  E.  L.,  M.  D.,  Assistant  Superintendent  in  Charge  The  Mt. 
Vernon  Hospital,  Mt.  Vernon,  Ala. 

McCampbell,  John,  M.  D.,  Superintendent  State  Hospital  at  Morganton, 
Morganton,  N.  C. 

Mead,  L.  C,  M.  D.,  Medical  Superintendent  South  Dakota  Hospital  for 
Insane,  Yankton,  S.  D. 

Mitchell,  H.  W.,  M.  D.,  Superintendent  Danvers  State  Hospital,  Hathorne, 
Mass. 

Mobley,  J.  W.,  M.  D.,  Assistant  Physician  Georgia  State  Sanitarium, 
Milledgeville,  Ga. 

Moody,  G.  H.,  M.  D.,  Superintendent  Dr.  Moody's  Sanitarium,  San 
Antonio,  Texas. 
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Perry,  Middleton  L.,  M.  D.,  Superintendent  State  Hospital  for  Epilep- 
tics, Parsons,  Kansas. 

Pilgrim,  Charles  W.,  M.  D.,  Medical  Superintendent  Hudson  River  State 
Hospital,  Poughkeepsie,  N.  Y. 

Priddy,  A.  S.,  M.  D.,  Superintendent  Virginia  State  Epileptic  Colony, 
Madison  Heights,  near  Lynchburg,  Va. 

Prout,  Thomas  P.,  M.  D.,  Superintendent  Fair  Oaks  Sanatorium,  Summit, 
N.  J. 

Richardson,  William  W.,  M.  D.,  Resident  Physician  Department  for  Men, 
State  Hospital  for  Insane,  Norristown,  Pa. 

Scanland,  J.  M.,  M.  D.,  Superintendent  Montana  State  Hospital,  Warm 
Springs,  Montana. 

Scribner,  Ernest  V.,  M.  D.,  Medical  Superintendent  Worcester  State 
Asylum,  Worcester,  Mass. 

Semple,  John  M.,  M.  D.,  Superintendent  Eastern  Hospital  for  the  Insane, 
Medical  Lake,  Wash. 

Seybert,  Frank  T.,  M.  D.,  Physician  to  St.  Bernard's  Hospital,  Council 
Bluffs,  Iowa. 

Solier,  C.  H.,  M.  D.,  Superintendent  Wyoming  State  Hospital  for  the 
Insane,  Evanston,  Wyoming. 

Terflinger,  Frederick  W.,  M.  D.,  Medical  Superintendent  Northern  Hos- 
pital for  Insane,  Logansport,  Indiana. 

Uhls,  L.  L.,  M.  D.,  Superintendent  State  Hospital  for  Insane,  Osawato- 
mie,  Kans. 

Villeneuve,  George,  M.  D.,  Medical  Superintendent  St.  Jean  de  Dieu 
Hospital,  Montreal,  Canada. 

Voldeng,  M.  N.,  M.  D.,  Medical  Superintendent  Cherokee  State  Hos- 
pital, Cherokee,  Iowa. 

Wagner,  Charles  G.,  M.  D.,  Superintendent  Binghamton  State  Hos- 
pital, Binghamton,  N.  Y. 

White,  Moses  J.,  M.  D.,  Medical  Superintendent  Milwaukee  Hospital  for 
Insane,  Wauwatosa,  Wis. 

Wilgus,  Sidney  D.,  M.  D.,  Superintendent  Elgin  State  Hospital,  Elgin, 
111. 

Winterode,  Robert  P.,  M.  D.,  Superintendent  Maryland  Hospital  for 
the  Negro  Insane,  Crownsville,  Md. 

Witte,  Max  E.,  M.  D.,  Superintendent  Qarinda  State  Hospital,  Clarinda, 
Iowa. 

Woodbury,  Frank,  M.  D.,  Secretary  Committee  on  Lunacy  of  Penn- 
sylvania, 218  So.  i6th  St.,  Philadelphia,  Pa. 

Woodson,  C.  R.,  M.  D.,  Superintendent  and  Physician  in  Chief,  Dr.  C.  R. 
Woodson's  Sanitarium,  St.  Joseph,  Mo. 

Work,  Hubert,  M.  D.,  Proprietor  and  Superintendent  Woodcroft  Hos- 
pital, Pueblo,  Colorado. 

Zeller,  George  A.,  M.  D.,  Superintendent  Peoria  State  Hospital,  Peoria, 
111. 
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The  following  visitors  and  guests  of  the  Association  registered 
their  names  with  the  Secretary : 

Beutter,  W.  R,  Mrs.,  Hospital  for  Chronic  Insane,  Wauwatosa,  Wis. 

Bodenstab,  William  H.,  M.  D.,  Bismarck  Hospital,  Bismarck,  N.  Dakota. 

Campbell,  C.  Macfie,  M.  D.,  Associate  in  Clinical  Psychiatry,  Psychiatric 
Institute,  Ward's  Island,  New  York  City. 

Frisby,  Almah  J.,  M.  D.,  Member  State  Board  of  Wisconsin,  Milwaukee, 
Wis. 

Gillson,  John  T.,  M.  D.,  Member  Medical  Committee,  Board  of  Managers, 
New  Jersey  State  Hospital  at  Morris  Plains,  N.  J.,  Paterson,  N.  J. 

Gorst,  Charles,  Mrs.,  Mendota,  Wis. 

Kern,  W.  B.,  M.  D.,  Superintendent  Nebraska  State  Hospital,  Hastings, 
Neb. 

Lewis,  J.  M.,  Cleveland,  Ohio. 

Payne,  Guy,  M.  D.,  Medical  Superintendent  Essex  County  Hospital  for 
the  Insane,  Cedar  Grove,  N.  J. 

Percival,  Joseph  P.,  M.  D.,  Superintendent,  Dunning,  111. 

Petti  John,  A.  C,  M.  D.,  Medical  Superintendent  State  Hospital  No.  2, 
St.  Joseph,  Mo. 

Qund,  Fred  B.,  Trustee  of  Medfield  Insane  Asylum,  Boston,  Mass. 

Scribner,  Paul  W.,  Worcester,  Mass. 

Sherman,  Adin,  M.  D.,  Superintendent  Northern  Hospital  for  Insane, 
Winnebago,  Wis. 

Sights,  H.  Preston,  M.  D.,  Superintendent  Western  Kentucky  Asylum, 
Hopkinsville,  Ky. 

Smith,  H.  M.,  M.  D.,  Superintendent  New  Mexico  Insane  Asylum,  East 
Las  Vegas,  N.  M. 

Taylor,  Thomas  F.,  Tuskegee,  Ala. 

Van  Noonan,  H.  C,  M.  D.,  St.  Anthony's  Hospital,  Denver,  Col. 

White,  F.  S.,  M.  D.,  Superintendent  Southwestern  Insane  Asylum,  San 
Antonio,  Texas. 

The  President. — In  pursuance  to  the  direction  of  the  Council  I  will 
appoint  Dr.  Wm.  Mabon,*  Dr.  E.  N.  Brush,  and  Dr.  C.  R.  Woodson  a  com- 
mittee of  three  to  consider  and  report  at  the  1912  meeting  as  to  whether 
we  shall  continue  our  membership  in  the  Congress  of  American  Physicians 
and  Surgeons. 

Dr.  T.  J.  W.  Burgess,  of  Montreal,  Canada,  gave  notice  of 
motion  to  the  following  effect,  that  at  the  next  meeting  of  the 
Association  he  would  present  the  following  resolution : 

That  it  is  in  the  best  interests  of  the  American  Medico-Psychological 
Association   that   it   should    sever   its   connection   with   the   Congress   of 

*  Dr.  Mabon  was  unable  to  serve  and  President  Work  appointed'  Dr.  Wm. 
L.  Russell  to  serve  in  his  place. 
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American  Physicians  and  Surgeons,  and  that  the  Secretary  be  instructed 
to  gfive  notice  to  the  Congress  that  it  has  decided  to  that  effect. 

On  motion  the  meeting  adjourned. 

Afternoon  Session. 

Dr.  Work  (presiding). — The  next  order  of  business  is  the  reading  of 
the  President's  address  by  Dr.  Qiarles  W.  Pilgrim. 

The  President  of  the  Association,  Dr.  Charles  W.  Pilgrim,  read 
his  address,  "  The  Care  and  Treatment  of  the  Insane  in  the  State 
of  New  York,"  which  was  greeted  with  applause. 

Dr.  Work. — Dr.  Pilgrim,  I  speak  the  sentiments  of  this  Association  when 
I  thank  you  for  this  scholarly  address. 

Dr.  Woodson. — I  move  that  a  rising  vote  of  thanks  be  extended  to  the 
President  for  his  capable  address. 

This  motion  unanimously  prevailed. 

Dr.  Work. — I  have  the  honor  to  announce  that  a  supper  will  be  given 
to  the  members  of  the  Association  and  their  wives  in  the  Palm  Room  of 
this  Hotel  to-morrow  evening  at  seven  o'clock. 

The  following  papers  were  then  read : 

"  A  Study  of  Certain  Serum  Reactions  in  the  Blood  Serum  of 
General  Paralytics  and  its  Familial  Aspect,"  by  H.  C.  Eyman, 
M.  D.,  of  Massillon,  Ohio.    Discussed  by  Dr.  Burgess. 

"  Focal  Symptoms  in  General  Paralysis,"  by  C.  Macfie  Camp- 
bell, M.  D.,  of  Ward's  Island,  New  York  City,  N.  Y.  Discussed 
by  Dr.  H.  W.  Mitchell. 

"  The  Psychology  of  Morphinism,"  by  J.  E.  Courtney,  M.  D.,  of 
Denver,  Colo.,  by  title. 

"  The  Imprisonment  Psychosis,"  by  W.  W.  Richardson,  M.  D., 
of  Norristown,  Pa.  Discussed  by  Thomas  Biddle,  M.  D.,  John  W. 
Givens,  M.  D.,  and  Frank  Woodbury,  M.  D. 

On  motion  the  meeting  adjourned. 

Evening  Session. 

Report  of  the  Committee  on  the  Status  of  Medical  and  Scientific 
Work  in  the  hospitals  of  the  United  States  and  Provinces  was 
read  by  the  Secretary  in  the  absence  of  Dr.  Adolf  Meyer. 
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Dr,  Woodson. — I  move  that  the  report  be  received,  our  thanks  expressed 
to  the  Committee,  and  that  the  Committee  be  continued. 

Which  motion  was  duly  seconded  and  carried. 

The  following  paper  was  read : 

"  A  Duty  Neglected,"  by  J.  M.  Semple,  M.  D.,  of  Medical  Lake, 
Wash.  Discussed  by  Dr.  George  A.  Zeller,  Dr.  C.  R.  Woodson, 
Dr.  Frank  Woodbury,  Dr.  John  W.  Givens,  Dr.  H.  W.  Mitchell. 

On  motion  the  meeting  adjourned. 

Tuesday,  June  20,  191 1,  10  a.  m. 

The  meeting  was  called  to  order  by  the  President.  After  some 
discussion  relating  to  re-arrangemnt  of  the  program  on  account  of 
the  absence  of  some  members,  whose  names  appeared  on  the  pro- 
gram for  the  presentation  of  papers,  the  President  called  for  the 
report  of  the  nominating  committee.  This  report  was  presented  by 
Dr.  Dold,  as  follows : 

The  Nominating  Committee  has  the  pleasure  and  honor  of  presenting 
the  following  names,  to  the  members  of  the  Association ;  viz. : 
For  President,  Hubert  Work,  M.  D.,  of  Colorado. 
For  Vice-President,  James  T.  Searcy,  M.  D.,  of  Alabama. 
For  Secretary-Treasurer,  Charles  G.  Wagner,  M.  D.,  of  New  York. 
For  Members  of  the  Council :  H.  W.  Mitchell,  M.  D.,  of  Massachusetts ; 
J.  W.  Babcock,  M.  D.,  of  South  Carolina;  W.  H.  Hencker,  M.  D.,  of 
Delaware;  Charles  Gorst,  M.  D.,  of  Wisconsin. 
For  Auditor,  S.  E.  Smith,  M.  D.,  of  Indiana. 

Wm.    Elliott   Dold, 
Henry  C.  Eyman, 
J.  M.  Buchanan. 

On  motion,  the  report  of  the  Nominating  Committee  was  ac- 
cepted and  adopted,  and  the  Secretary  was  instructed  to  cast  the 
ballot  of  the  Association  for  the  election  of  the  officers  as  reported 
by  the  Nominating  Committee. 

The  Secretary  then  cast  the  ballot  as  directed,  and  the  President 
announced  that  the  officers  named  by  the  Nominating  Committee 
were  duly  elected  as  officers  of  the  Association  for  the  ensuing 
year. 
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The  Pkesident. — The  next  business  before  the  Association  is  the  report 
of  the  Auditors. 

Dr.  Buchanan. — The  Auditing  Committee  begs  leave  to  submit  the  fol- 
lowmg  report:  Denver,  Colorado,  June  20,  191 1. 

The  Auditing  Committee  begs  to  report  that  it  has  examined  the  books 
and  vouchers  submitted  by  the  Secretary  and  Treasurer,  compared  his 
records  with  the  report  submitted  to  the  Association,  and  finds  that  said 
report  is  correct  as  submitted.  For  the  Auditing  Committee, 

J.  M.  Buchanan,  Auditor. 

On  motion,  the  report  of  the  auditors  was  accepted  and  adopted. 

On  motion,  the  meeting  adjourned  to  accept  the  invitation  of  the 
Denver  physicians  to  spend  the  afternoon  seeing  Denver  by  auto- 
mobile. 

On  Tuesday  evening  the  newly  elected  president,  Dr.  Hubert 
Work,  gave  an  elaborate  banquet  to  the  members  of  the  Associa- 
tion and  their  friends  in  the  Palm  Room  of  the  Brown  Palace 
Hotel.  Immediately  after  the  banquet  the  annual  address  was 
delivered  by  the  Hon.  Alva  Adams,  former  Governor  of  Colorado. 
Governor  Adams  made  many  allusions  to  the  work  of  the  medical 
profession  and  his  address  made  an  excellent  impression. 

Wednesday,  June  21,  191 1,  10  a.  m. 
The  President. — ^We  Will  now  have  the  report  of  the  Council. 
Report  of  the  Counch.  Meeting  June  20,  191 1. 

The  Council  recommends : 

That  the  incoming  President  be  authorized  to  appoint  a  Program  Com- 
mittee for  the  next  Annual  Meeting,  and  also  a  Committee  of  Arrange- 
ments. 

That  the  dues  for  the  ensuing  year  be  fixed  at  the  usual  rate:  viz.  five 
dollars  for  active  members,  and  two  dollars  for  associate  members. 

That  the  Secretary  be  authorized  to  publish  the  Transactions  of  this 
meeting. 

That  in  accordance  with  custom  the  Secretary  be  authorized  to  reimburse 
Hon.  Alva  Adams  for  his  traveling  and  hotel  expenses. 

That  the  next  annual  meeting  be  held  either  in  Cape  May,  N.  J.,  or 
Niagara  Falls,  N.  Y.,  to  be  determined  by  the  Association.* 

That  the  date  of  the  next  annual  meeting  be  designated  later  by  the 
Committee  of  Arrangements. 

That  in  compliance  with  the  request  of  the  Editorial  Board  of  the 
American  Journal  of  Insanity  the  Secretary-Treasurer  be  authorized  to 

*  Subsequently  changed  to  Atlantic  City,  Marlborough-Blenheim  Hotel 
May  28-31,  1912. 
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pay  to  them  during  the  coming  fiscal  year  the  sum  of  $300  or  so  much 
thereof  as  may  be  necessary  for  their  use. 

The  Council  has  received  the  following  applications  for  Active  member- 
ship. In  accordance  with  the  Constitution,  final  consideration  of  these 
will  be  deferred  until  next  year: 

Charles  F.  Gillivan,  M.  D.,  Columbus,  Ohio;  John  C.  Mitchell,  M.  D., 
Brockville,  Canada;  Joseph  P.  Pecival,  M.  D.,  Dunning,  111.;  Abra  C. 
Petti  John,  M.  D.,  St.  Joseph,  Mo.;  Adin  Sherman,  M.  D.,  Winnebago, 
Wis.;  H.  P.  Sights,  M.  D.,  Hopkinsville,  Ky. ;  James  M.  Barstow,  M.  D., 
Council  Bluffs,  Iowa. 

The  Council  recommends  that  Earl  H.  Snavely,  M.  D.,  of  Cedar  Grove, 
N.  J.,  be  elected  to  Associate  membership. 

Respectfully  submitted, 
Charles  G.  Wagner,  Secretary-Treasurer. 

On  motion,  duly  seconded,  the  report  of  the  Council  was  ac- 
cepted and  adopted. 

The  President. — We  will  now  proceed  to  the  election  of  members. 

On  motion,  duly  seconded,  the  Secretary  was  instructed  to  cast 
ballots  for  the  election  and  transfer  of  members  as  follows : 

The  following  were  elected  to  active  membership  : 

Robert  S.  Carroll,  M.  D.,  Superintendent  of  Dr.  Carroll's  Sanitarium, 
Asheville,  N.  C. 

George  B.  Gale,  M.  D.,  Medical  Director  Bancroft  Health  Resort,  Butler, 
N.J. 

Arthur  S.  Hamilton,  M.  D.,  Minneapolis,  Minn. 

D'Orsay  Hecht,  M.  D.,  103  State  St.,  Chicago,  111. 

Arthur  P.  Herring,  M.  D,,  Secretary  State  Lunacy  Commission,  Bal- 
timore, Md. 

Daniel  P.  Hickling,  M.  D.,  Washington,  D.  C. 

Ernest  Jones,  M.  D.,  Hospital  for  the  Insane,  Toronto,  Can. 

S.  Adolphus  Knopf,  M.  D.,  New  York,  N.  Y. 

Robert  L.  Richards,  M.  D.,  Captain  U.  S.  A.,  Presidio,  San  Francisco, 
Cal. 

George  H.  Riggs,  M.  D.,  Superintendent  Riggs  Cottage,  Ijamsville,  Md. 

EHzabeth  C.  Spencer,  M.  D.,  State  Hospital,  Norristown,  Pa. 

Roy  McLean  Van  Wart,  M.  D.,  New  Orleans,  La. 

Edward  P.  Busse,  M.  D.,  Superintendent  State  Hospital,  Madison,  Ind. 

O.  O.  Fordyce,  M.  D.,  Superintendent  State  Hospital,  Athens,  Ohio. 

Luther  M.  Halsey,  M.  D.,  Williamstown,  N.  J. 

John  H.  W.  Rhein,  M.  D.,  1732  Pine  St.,  Philadelphia,  Pa. 

G.  Wise  Robinson,  M.  D.,  Superintendent  City  General  Hospital,  Kansas 
City,  Mo. 
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The  following  were  elected  to  associate  membership : 

E^rl  H.  Snavely,  M.  D.,  Hospital  for  the  Insane,  Cedar  Grove,  N.  J. 

A.  E.  Simonis,  M.  D.,  State  Institute,  Spring  City,  Pa. 

Pauline  M.  Leader,  M.  D.,  State  Hospital,  Clarinda,  Iowa. 

Esther  S.  B.  Woodward,  M.  D.,  State  Hospital,  Westborough,  Mass. 

John  W.  Mobley,  M.  D.,  State  Sanitarium,  Milledgeville,  Ga. 

William  C.  Porter,  M.  D.,  State  Hospital,  Poughkeepsie,  N.  Y. 

Adelbert  C.  Matthews,  M.  D.,  State  Hospital,  Poughkeepsie,  N.  Y. 

Louis  K  Henschel,  M.  D.,  State  Hospital,  Greystone  Park,  N.  J. 

James  G.  McKay,  M.  D.,  Hospital  for  Insane,  New  Westminster,  B.  C. 

Armitage  Baber,  M.  D.,  State  Hospital,  Dayton,  Ohio. 

Joseph  Smith,  M.  D.,  State  Hospital,  Brooklyn,  N.  Y. 

W.  F.  Lorenz,  M.  D.,  State  Hospital,  Mendota,  Wis. 

Melvin  J.  Rowe,  M.  D.,  State  Asylum,  Kalamazoo,  Mich. 

Hugh  H.  Dorr,  M.  D.,  State  Hospital,  Athens,  Ohio. 

Howard  A.  LaMoure,  M.  D.,  State  Asylum,  Pueblo,  Colo. 

Transferred  from  associate  to  active  membership : 

T.  L.  Long,  M.  D.,  State  Hospital,  Cherokee,  Iowa. 

Benjamin  W.  Baker,  M.  D.,  Supt.  State  School,  Laconia,  N.  H. 

Harry  Lee  Barnes,  M.  D.,  Superintendent  State  Sanatorium,  Wallum 
Lake,  R.  I. 

Jesse  C.  Coggins,  M.  D.,  Medical  Director  The  Laurel  Sanitarium, 
Laurel,  Md. 

Cornelius  De  Weese,  M.  D.,  Medical  Director  The  Laurel  Sanitarium, 
Laurel,  Md. 

George  Donohoe,  M.  D.,  Superintendent  State  Hospital  for  Inebriates, 
Knoxville,  Iowa. 

A.  E.  Douglas,  M.  D.,  Superintendent  Central  Hospital  for  the  Insane, 
Near  Nashville,  Tenn. 

Guy  G.  Femald,  M.  D.,  Massachusetts  Reformatory,  Concord  Junction, 
Mass. 

Frederick  L.  Hills,  M.  D.,  Superintendent  Eastern  Maine  Insane  Hospital, 
Bangor,  Maine. 

Ethan  A.  Nevin,  M.  D.,  Superintendent  State  Custo<Eal  Asylum,  Newark, 
N.  Y, 

C.  A.  Porteous,  M.  D.,  Protestant  Hospital  for  the  Insane,  Montreal, 
Can. 

Henry  R.  Hummer,  M,  D.,  Superintendent  Asylum  for  Insane  Indians, 
Canton,  S.  D. 

E.  L.  McCafferty,  M.  D.,  Mt  Vernon  Hospital,  Mt  Vernon,  Ala. 

W.  D.  Partlow,  M.  D.,  The  Bryce  Hospital,  Tuscaloosa,  Ala. 

James  V.  May,  M.  D.,  State  Hospital,  Binghamton,  N.  Y. 

Lena  A.  Beach,  M.  D.,  State  Hospital,  Cherokee,  Iowa. 

Robert  P.  Winterode,  M.  D.,  Superintendent  Maryland  Hospital  for  the 
Negro  Insane,  Crownsville,  Md. 
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After  considerable  discussion  as  to  the  most  desirable  place  for 
the  meeting  in  1912,  it  was  voted  to  defer  action  until  it  is  learned 
where  the  American  Medical  Association  will  hold  its  meeting 
next  year,  and  then  the  Council  arrange  for  the  meeting  of  the 
American  Medico-Psychological  Association  at  the  same  place, 
during  the  week  immediately  preceding,  or  during  the  week  imme- 
diately following  the  meeting  of  the  American  Medical  Asso- 
ciation.* 

Papers  were  read  as  follows : 

"  The  Rapid  Spread  of  Pellagra  in  the  United  States,"  by 
George  A.  Zeller,  M.  D.,  of  Peoria,  111. 

"  Treatment  of  Pellagra,"  by  C.  C.  Bass,  M.  D.,  of  New  Or- 
leans, La.,  by  title. 

"  Pellagra — Its  Relation  to  Insanity  and  Certain  Nervous  Dis- 
eases," by  J.  W.  Mobley,  M.  D.,  of  Milledgeville,  Ga. 

Discussion  by  Dr.  J.  M.  Buchanan,  Dr.  G.  H.  Moody,  Dr.  A.  S. 
Priddy,  Dr.  M.  L.  Perry,  Dr.  Frank  Woodbury. 

"  The  Prevention  of  the  Causes  of  Insanity,"  by  Amos  J.  Givens, 
M.D.,  of  Stamford,  Conn.,  by  title. 

"  A  Study  of  Military  Offenses  Committed  by  the  Insane  in  the 
United  States  Army  during  the  Past  Fifty  Years,"  by  Captain 
Robert  L.  Richards  of  the  Medical  Corps  of  the  United  States 
Army,  Presidio,  Cal.,  by  title. 

The  President  appointed  the  following  Committee  on  Reso- 
lutions :  A.  P.  Busey,  M.  D.,  of  Denver,  Colo. ;  T.  J.  W.  Burgess, 
M.  D.,  of  Montreal,  Can.,  and  Dr.  C.  R.  Woodson,  of  St.  Joseph, 
Mo. 

The  Committee  on  Resolutions  presented  the  following  report, 
which  was  unanimously  adopted : 

Resolved,  That  we  extend  a  vote  of  thanks  to  the  officers  of  this  Asso- 
ciation, the  managers  of  the  Brown  Palace,  the  physicians  of  the  city  of 
Denver  and  the  Committee  of  Arrangements  for  the  various  courtesies 
extended  in  our  behalf,  and  especially  do  we  desire  to  thank  Dr.  Hubert 
Work  for  the  banquet  and  entertainment  given  last  evening,  together  with 
the  pleasing  address  of  Governor  Adams. 

C.  R.  Woodson, 
T.  J.  W.  Burgess. 

On  motion  the  meeting  adjourned. 

Charles  G.  Wagner,  Secretary. 

*  Marlborough-Blenheim  Hotel,  Atlantic  City,  N.  J.,  May  28-31,  1912. 


.THE  CARE  AND  TREATMENT  OF  THE  INSANE  IN 
THE  STATE  OF  NEW  YORK. 

By  CHARLES  W.  PILGRIM,  M.  D., 
Superintendent  Hudson  River  State  Hospital,  Poughkeepsie,  N.  Y. 

First  of  all,  gentlemen,  I  want  to  thank  you  for  the  honor  which 
you  conferred  upon  me  when  you  made  me  your  President,  for  I 
consider  that  the  election  to  the  presidency  of  this  Association  is 
the  highest  honor  that  can  come  to  anyone  in  our  specialty. 

Since  my  election  my  moods  have  varied.  At  first,  like  every- 
one who  has  ever  filled  this  office,  I  determined  that  I  would  take 
time  by  the  forelock  and  prepare  this  address  at  once,  but  alas, 
like  most  good  intentions,  my  resolution  came  to  naught,  and  days, 
weeks  and  months  flew  by  without  the  writing  of  a  line,  until  at 
last,  when  delay  could  no  longer  be  permitted,  I  prepared  this 
address,  which,  with  feelings  of  humility  at  its  inadequacy,  I  now 
present  for  your  consideration. 

In  casting  about  for  a  subject  it  seemed  to  me  that  everything 
conceivable  had  been  written  upon  by  my  worthy  predecessors, 
and  in  despair  at  last  I  decided  upon  the  subject  which  is  the  most 
familiar  to  me,  viz. :  "  The  Care  and  Treatment  of  the  Insane  in 
the  State  of  New  York." 

Sixty-seven  years  ago  when  the  memorable  thirteen  met  in 
Philadelphia  to  organize  the  Society  of  which  we  are  now  the 
proud  members,  there  was  in  the  State  of  New  York  but  one 
public  institution  for  the  care  of  the  insane.  That  was  the  City 
Asylum  which  was  opened  in  1839.  I^i  addition  there  were  three 
private  institutions.  Bloomingdale,  the  oldest  of  all,  which  is  a 
part  of  the  New  York  Hospital,  received  its  first  mental  cases  in 
May,  1797,  when  two  cases  of  mania  were  admitted  to  the  general 
wards.  This  is  the  first  record  known  of  the  treatment  of  insanity 
in  the  State  of  New  York,  although  it  is  probable  that  one  or  two 
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cases  had  been  previously  cared  for  in  this  hospital.  In  the  fol- 
lowing month  seven  more  cases  were  admitted.  By  the  end  of 
the  year  1803,  215  cases  had  been  treated,  when  as  the  records 
state,  "  influenced  by  the  multiform  annoyances  and  disadvantages 
to  both  classes  of  patients,  necessarily  attendant  upon  placing 
lunatics  and  patients  with  general  diseases  in  the  same  building, 
the  Board  of  Governors  resolved  to  erect  a  separate  building  to 
be  exclusively  devoted  to  persons  laboring  under  mental  disorder," 
We  thus  see  how  "  history  repeats  itself,"  for  the  methods  which 
were  considered  undesirable  more  than  a  century  ago  are  now 
being  advocated  by  many  of  the  leaders  in  psychiatry  throughout 
the  world. 

This  separate  building  which  was  within  the  same  enclosure 
as  the  general  hospital  was  opened  in  1808,  but  after  ten  years' 
experience,  the  Board  of  Governors  decided  that  a  still  further 
separation  was  essential  for  the  judicious  treatment  of  insanity, 
and  a  farm  on  the  outskirts  of  the  city  was  purchased,  where, 
under  the  name  of  the  Bloomingdale  Asylum,  the  new  institution 
was  opened  for  the  reception  of  patients  in  June,  182 1. 

In  1845,  which  for  statistical  purposes,  is  the  year  with  which  I 
shall  start,  there  was  but  one  State  institution  for  the  care  of  the 
insane  in  the  State  of  New  York,  the  Utica  State  Lunatic  Asylum, 
which  was  opened  in  1843.  There  were,  at  this  time,  in  the  Utica 
institution,  the  City  Asylum,  Bloomingdale,  and  the  private  insti- 
tutions conducted  by  Dr.  White  at  Hudson,  and  Dr.  James  Mac- 
Donald  in  New  York  (afterward  known  as  Sanford  Hall),  but  763 
patients.  The  census  of  the  State  for  that  year  was  2,604,495, 
which  gives  a  ratio  of  one  committed  insane  to  every  3,413  of 
the  population,  which  is  in  marked  contrast  with  the  census  for 
1910,  which  shows  a  proportion  of  one  insane  person  to  every  278 
of  the  population. 

As  has  been  stated,  the  Utica  State  Hospital  was  opened  in 
1843,  ^"d  the  first  attempt  at  State  care  was  thus  inaugurated. 
In  1855,  after  it  had  been  in  operation  for  twelve  years,  it  had  a 
population  of  294  patients  and  there  were  in  addition  1352  pauper 
patients  in  the  53  poorhouses  of  the  State.  The  insane  had  for  a 
long  time  been  cared  for  to  a  greater  or  lesser  extent  in  the  poor- 
houses  of  the  State,  but  owing  to  the  necessity  for  transfers  from 
the  Utica  hospital  the  number  gradually  increased.    In  1855  ^t  be- 
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came  apparent  that  there  was  great  necessity  for  improved  care 
and  increased  accommodation,  and  the  Superintendents  of  the 
Poor  at  a  conference  held  in  Utica  gave  expression  to  their  views 
and  appointed  a  committee  to  memorialize  the  legislature  and 
petition  for  action.  The  legislature  appointed  a  committee  which 
spent  five  months  in  investigating,  and  the  result  was  a  painstak- 
ing report  which  recommended  the  establishment  of  two  institu- 
tions. Their  efforts  failed,  however,  so  far  as  providing  for  the 
insane  in  poorhouses,  but  the  recommendation  for  the  establish- 
ment of  an  institution  for  insane  convicts  was  approved  and  the 
Auburn  Asylum  was  opened  in  1859.  In  1864  further  concerted 
effort  was  made  for  improved  care  for  the  insane  in  poorhouses, 
and  the  State  Medical  Society  appointed  a  committee  of  which 
Dr.  Sylvester  D.  Willard  was  the  most  active  member.  Due  to 
the  efforts  of  this  committee  the  bill  establishing  the  Willard 
Asylum  was  passed  April  8,  1865.  Of  the  trials  and  tribulations 
which  beset  the  establishment  of  this  hospital  it  is  not  my  inten- 
tion to  speak,  as  Dr.  Chapin  has  already  written  of  them  in  a 
masterly  manner. 

The  next  hospital  opened  was  that  at  Poughkeepsie,  known  as 
the  Hudson  River  State  Hospital  for  the  Insane,  where  the  first 
patients  were  received  in  1871.  Unlike  Willard,  which  was 
established  to  care  for  the  chronic  and  poor  in  the  county  houses, 
that  at  Poughkeepsie  was  intended  for  the  treatment  of  the  acute 
and  was  planned  upon  a  most  elaborate  scale.  It  was  the  first  to 
use  the  name  hospital  instead  of  asylum,  a  custom  which  has  since 
become  well  nigh  universal.  The  elaborate  plans  and  costliness 
of  the  buildings  resulted  in  much  criticism  which  it  took  years  to 
overcome.  But  those  who  know  the  needs  of  the  insane  know 
that  the  buildings  as  originally  planned,  with  ample  space  for 
classification  were  much  better  adapted  to  the  proper  care  of  the 
insane  than  are  the  buildings  of  the  present  day  with  their  large 
dormitories,  congregate  dining-rooms,  and  limited  per  capita 
space. 

After  Poughkeepsie  came  the  Middletown  Homeopathic  Hospi- 
tal which  was  opened  in  1874,  and  that  was  followed  by  the  open- 
ing of  the  Buffalo  institution  in  1880. 

In  looking  over  the  list  of  men  who  were  identified  with  these 
institutions  in  their  early  days  we  find  such  names  as  Pliny  Earle 
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and  Nichols  at  Bloomingdale,  Brigham,  Benedict  and  Gray  at 
Utica,  Chapin  and  Wise  at  Willard,  Cleaveland  at  Poughkeepsie, 
Talcott  at  Middletown,  and  Andrews  at  Buffalo,  all  but  one  having 
now  joined  the  great  majority.  These  pioneers  in  the  work  had 
many  difficulties  to  overcome,  and  an  examination  of  their  reports 
and  writings  shows  that  they  met  them  manfully  and  in  the 
majority  of  instances  mastered  them  well.  In  my  estimation  time 
cannot  be  better  spent,  especially  by  our  younger  confreres,  than 
in  reading  the  essays  and  reports  which  show  the  trials  and 
triumphs  of  the  early  workers  in  our  chosen  field.  Well  pleased 
as  we  are  with  the  achievements  of  the  recent  past  we  are  apt 
to  forget  the  efforts  of  our  predecessors,  but  an  impartial  exami- 
nation of  their  work  tells  a  story  of  difficulties  met  and  overcome, 
and  of  high  ideals  often  attained  under  tremendous  opposition 
and  discouragements,  and  none  of  us  need  be  ashamed  to  say: 

"  I  with  uncovered  head 
Salute  the  sacred  dead." 

Owing  to  the  demand  for  increased  accommodations  and  to 
the  inability  of  the  Willard  Asylum  to  care  for  the  increasing 
number  of  chronic  insane,  the  Binghamton  Asylum,  which  had 
formerly  been  unsuccessfully  conducted  as  an  inebriate  asylum, 
was  opened  in  1881  as  an  institution  for  the  care  of  the  chronic 
class. 

For  the  next  decade  the  insane  continued  to  be  cared  for  in  the 
following  manner: 

I  St.  The  acute  and  curable  cases  in  the  State  institutions  at 
Utica,  Buffalo  and  Poughkeepsie. 

2d.  Those  needing  custodial  care  in  the  asylums  at  Willard  and 
Binghamton. 

3d.  The  incurables  and  hopeless  in  the  county  houses. 

4th.  The  criminals  in  the  asylum  at  Auburn. 

Owing  to  the  inability  of  caring  for  all  recent  cases  in  the 
State  institutions  for  the  curable  class  the  superintendents  of 
these  hospitals  were  permitted  at  the  end  of  a  year  to  transfer  to 
the  county  asylums  cases  supposedly  incurable.  This  inhumane 
provision  naturally  led  to  the  accumulation  in  the  county  houses 
of  a  large  number  of  violent,  filthy  and  helpless  cases,  just  the 
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kind  that  need  the  most  attention  and  the  greatest  care.  In 
addition,  the  practice  of  admitting  into  the  county  asylums  recent 
and  presumably  recoverable  cases  had  grown  up,  and  probably 
many  who  by  proper  medical  treatment  could  have  been  restored 
to  a  life  of  usefulness  were  doomed  to  "  a  living  death." 

Sentiment  against  the  abuses  inevitably  connected  with  such 
conditions  had  been  steadily  growing  for  some  time  under  the 
fostering  care  of  the  State  Charities  Aid  Association,  an  unselfish 
body  of  voluntary  workers,  and  as  a  result  the  State  Commission 
in  Lunacy  was  established  in  1889. 

A  single  headed  commission  had  previously  been  appointed  by 
Gov.  Hoffman  in  consequence  of  the  publication  in  1872  of  a 
book  called  "  A  Mad  World  and  Its  Inhabitants,"  written  by  a 
newspaper  reporter  named  Chambers,  professing  to  expose  alleged 
abuses  in  Bloomingdale,  but  the  powers  of  this  Commissioner 
were  so  limited  that  but  few  changes  in  existing  conditions  were 
made.  The  Commission  established  in  1889,  consisted  of  three 
members  with  greatly  increased  powers,  and  as  originally  organ- 
ized by  Governor  Hill,  combined  in  a  most  effective  way  unusual 
medical,  legal  and  business  abilities,  and  succeeded,  despite  most 
bitter  opposition,  in  putting  the  State  Care  Act,  which  was 
passed  in  1890,  in  successful  operation,  all  of  which  has  been  so 
well  told  by  Dr.  MacDonald  in  his  able  address  before  the  Inter- 
national Congress  in  Amsterdam  that  it  is  unnecessary  for  me  to 
repeat  it  here.  It  should,  however,  be  noted  that  the  Commis- 
sion succeeded  in  abolishing  entirely  and  forever  county  care, 
and  its  grave  abuses,  from  the  State  of  New  York. 

At  this  time  (1890)  the  St.  Lawrence  State  Hospital  was 
opened,  and  later  the  county  institutions  at  Rochester  (1891)  and 
New  York  City  (1895),  which  were  at  first  not  included  in  State 
care,  were  taken  over  by  the  State  and  not  only  the  supervision 
but  the  cost  of  caring  for  all  the  dependent  insane  was  assumed 
by  the  State  on  the  28th  day  of  February,  1896, 

In  1898  the  State  Homeopathic  Hospital  at  Gowanda  was 
opened  and  in  1900  the  Dannemora  State  Hospital,  for  the  care 
of  male  convicts  declared  insane  while  serving  a  sentence  for 
felony,  was  established.  In  1910  the  Mohansic  State  Hospital 
near  Peekskill  was  organized,  but  as  yet  there  are  no  accommo- 
dations, aside  from  a  few  farm  houses,  for  the  care  of  the  insane, 
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It  will  thus  be  seen  that  provision  for  the  large  annual  increase 
has  practically  been  made  during  the  past  twenty  years  by 
additions  to  the  existing  institutions. 

Having  thus  hastily  sketched  the  growth  of  the  care  of  the 
insane  in  the  State  of  New  York  I  will  now,  as  briefly,  refer  to 
our  existing  conditions  and  methods,  with  their  merits  and  defects. 

On  October  ist,  1910,  there  were  in  the  various  institutions  of 
the  State  32,657  insane.  In  1890  there  were  in  the  almshouses 
and  hospitals  but  16,006.  We  thus  see  that  there  was  a  recorded 
increase  of  104  per  cent  in  the  insane  population  during  the 
twenty  years  mentioned  while  the  general  population  increased 
but  52  per  cent  during  the  same  period.  The  recent  investiga- 
tions of  Dr.  Searcy  show  similar  results  in  the  South.  In  Alabama 
the  increase  in  admissions  to  hospitals  for  the  insane  during  the 
past  ten  years  was  45  per  cent  while  during  the  same  time  the 
population  of  the  State  increased  but  16  per  cent.  Wherever 
careful  investigations  have  been  made  similar  conditions  have 
been  shown  to  exist  throughout  the  civilized  countries  of  the 
world.  I  think,  therefore,  that  it  is  time  for  us  to  acknowledge 
that  insanity  is  increasing  much  faster  than  the  general  popula- 
tion, and  that  we  have  been  mistaken  in  attributing  the  apparent 
increase  solely  to  the  better  appreciation  of  institutional  care  and 
the  resultant  accumulation  of  cases.  I  know  that  this  old  and 
flattering  explanation  is  still  adhered  to  by  many  of  our  members, 
but  I  also  know  that  it  is  not  satisfactory  to  many  others  who 
have  carefully  investigated  the  subject.  Among  the  latter  I  may 
mention  Mr.  Frederick  Hoffman,  one  of  the  most  competent 
statisticians  in  the  country,  who  is  satisfied  from  his  recent  inves- 
tigations that  there  is  an  actual  and  demonstrable  increase  not 
only  in  insanity,  but  in  crime  and  suicide  as  well. 

In  New  York  the  number  of  insane  is  greatly  augmented  by 
the  constant  arrival  of  unfit  aliens.  More  than  45  per  cent  of  all 
our  cases  are  of  foreign  birth,  while  the  ratio  at  large  in  the  State 
is  but  35  per  cent.  The  remedy  for  this,  of  course,  lies  in  stricter 
immigration  laws.  While  all  will  agree  that  this  country  should 
continue  to  be  a  haven  of  rest  for  the  oppressed  of  other  lands, 
our  welfare  demands  that  only  the  healthy,  willing  and  industrious 
should  be  admitted.  That  a  great  deal  in  the  way  of  exclusion 
has  been  accomplished  is  shown  by  the  fact  that  24,000  immigrants 
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were  deported  as  undesirable  during  the  past  year  and  fully  four 
times  as  many  were  prevented  from  sailing  after  a  medical  exam- 
ination at  foreign  ports,  but  the  large  number  of  foreign  bom 
who  occupy  the  wards  of  our  hospitals  for  the  insane  show  that 
still  greater  care  and  stricter  laws  are  needed. 

Much  of  the  increase  is  also  caused  by  "  the  pace  that  kills  " 
due  to  the  tension  of  American  life,  and  alcoholic  and  other  ex- 
cesses. In  at  least  15  per  cent  of  all  cases  the  excessive  use  of 
alcohol  is  undoubtedly  a  direct  cause,  while  in  more  than  40  per 
cent  it  may  be  considered  as  an  etiological  factor  of  more  or  less 
importance.  When  we  add  to  the  15  per  cent  caused  by  alcohol 
an  equal  number  caused  by  sexual  excesses,  syphiHs  and  drugs, 
we  see  that  nearly  one-third  of  all  our  cases  have  been  brought 
on  by  preventable  causes.  In  the  sexes  these  causes  are  in  the 
proportion  of  two  to  one  for  men  and  women.  As  an  outgrowth 
of  the  "  After  Care  Association  "  there  has  recently  been  formed 
by  the  State  Charities  Aid  Association,  an  association  known  as 
the  "  Committee  on  Mental  Hygiene,"  which  is  to  undertake  the 
task  of  educating  the  public  in  regard  to  the  prevention  of  in- 
sanity much  as  has  been  done  in  the  campaign  against  tubercu- 
losis. While  this  work  will  probably  be  slow,  if  persisted  in  in 
a  systematic  way,  it  will  undoubtedly  be  productive  of  good 
results,  for  it  is  but  natural  to  suppose  that  some,  at  least,  will 
take  heed  when  they  have  pointed  out  to  them  "  the  way  that 
madness  lies."  The  recently  awakened  interest  in  the  study 
of  eugenics  is  also  to  be  commended,  and  it  is  to  be  hoped  that 
at  no  distant  day  a  broad  and  reasonable  law  will  be  upon  the 
statute  books  of  all  the  States  permitting  the  sterilization  of 
defectives. 

Something  may  also  be  done  by  encouraging  the  formation 
of  correct  mental  habits  in  youth,  and  by  securing  healthful  sur- 
roundings in  homes  and  factories  for  the  toiling  masses.  But 
the  millenium  is  far  off  and  despite  our  best  efforts  the  insane, 
like  the  poor,  will  be  always  with  us,  and  the  State  owes  them 
a  duty  which  it  should  fulfil  in  no  niggardly  fashion.  There 
is  no  other  disease  which  creates  so  much  distress  and  which  is 
so  far  reaching  in  its  effects.  Those  who  are  stricken  have 
generally  been  wage  earners  and  self-supporting  citizens  and 
many  have  been  tax-payers  and  contributors  to  the  general  pros- 
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perity  of  the  State.  And  while  it  must  be  admitted  that  the 
financial  burden  is  a  heavy  one  indeed,  it  must  also  be  admitted 
that  the  claims  of  suffering  humanity  take  precedence  over  all 
else,  and  the  State  should  share  their  need  promptly  and  with 
proper  generosity.  Skilled  medical  attendance,  comfortable 
housing,  intelligent  nursing,  substantial  and  nourishing  food,  and 
suitable  clothing  are  their  due,  and  it  should  be  our  constant 
effort  to  make  legislators  understand  these  needs  and  to  realize 
the  duty  of  the  State  towards  its  helpless  wards. 

And  now  let  us  see  how  these  conditions  have  been  met  in  the 
Empire  State. 

In  the  first  place  skilled  and  experienced  medical  attendance 
is  assured  by  the  Civil  Service  laws  which  have  been  impartially 
administered  for  the  past  twenty  years.  Entrance  into  the 
service  and  promotion  to  the  various  advanced  grades  depend 
solely  upon  record,  experience,  and  written  examinations. 
Political  influence  has  no  weight  whatever  in  appointments  or 
promotions.  The  great  difficulty  under  which  we  now  labor  is 
that  of  getting  suitable  candidates  to  take  the  entrance  examina- 
tion, despite  the  fact  that,  under  the  wise  direction  of  Drs. 
Meyer  and  Hoch,  psychiatry  in  New  York  State  has  gained  a 
remarkable  impetus,  and  in  no  other  field  can  the  student  find 
larger  opportunities  or  greater  interest. 

The  manner  in  which  cases  are  studied  in  our  State  Hospitals, 
the  way  in  which  case  records  are  kept,  and  the  manner  in  which 
material  is  presented  at  the  regular  staff  meetings,  are  worthy 
of  the  highest  commendation,  and  experience  in  general  hospitals, 
both  at  home  and  abroad,  leads  me  to  the  firm  conviction  that 
in  no  other  branch  of  medicine  is  better  or  more  conscientious 
work  being  done. 

It  is  often  said  that  we  make  but  few  cures  in  insanity.  While 
admitting  that  Pliny  Earle's  dictum,  "  if  insanity  is  to  be 
diminished  it  must  be  by  prevention  and  not  by  cure,"  is  largely 
true,  it  is  no  more  true  of  insanity  than  of  other  formidable 
diseases.  An  examination  of  statistics  carefully  and  conscien- 
tiously prepared  under  the  direction  of  the  New  York  State 
Commission  in  Lunacy,  shows  that  nearly  twenty-five  per  cent 
of  all  who  are  admitted  to  hospitals  for  the  insane  throughout 
the  State  are  either  permanently  cured  or  improved  to  such  an 
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extent  as  to  be  able  to  again  take  up  their  positions  in  the  world 
and  enter  into  the  enjoyments  of  business  and  social  life.  From 
15  to  20  per  cent,  more  are  returned  to  their  homes  in  a  condi- 
tion to  live  in  the  outside  world  without  violating  the  ordinary 
rules  of  conduct,  and  more  than  70  per  cent  of  those  who  are 
obliged  to  spend  their  lives  under  institutional  care  are  taught 
to  do  some  useful  work  and,  in  many  instances,  lead  contented 
lives.  It  should  be  remembered  that  these  figures  represent  only 
hospital  cases  which  necessarily  include  the  most  advanced  and 
hopeless  ones.  A  much  better  showing  would  be  made  if  our 
statistics  were  to  include  the  large  number  of  cases  treated  out- 
side of  institutions  for  the  insane.  An  inquiry  instituted  by  the 
Massachusetts  Board  of  Insanity  *  in  1904  showed  that  685 
physicians  of  that  commonwealth  had  treated  2428  cases  of 
mental  disease  during  that  year  and  that  only  55  per  cent  had 
been  committed  to  hospitals  for  the  insane,  while  the  remaining 
45  per  cent  had  been  treated  at  home,  or  at  least  outside  of  insti- 
tutions for  the  insane.  Similar  conditions  undoubtedly  prevail 
in  other  states  and  should  lead  us  to  take  a  less  hopeless  view 
than  is  usually  taken  in  regard  to  the  curability  of  mental  dis- 
eases. 

I  believe  that  our  work  will  favorably  compare  with  that  of 
workers  in  any  other  branch  of  medicine,  and  although  we  have 
not  conquered  all  the  difficulties  which  beset  us  we  have  reason 
to  be  gratified  with  the  scientific  spirit  of  the  day  and  have  reason 
to  believe  that  the  future  bears  promise  of  rich  return.  But 
despite  the  advantages  mentioned  for  ambitious  medical  men  our 
institutions  have  become  so  large  that  the  possibility  of  reaching 
the  position  of  superintendent,  or  even  that  of  first  assistant,  has 
been  greatly  lessened  during  the  past  decade,  and  the  absence  of 
facilities  for  the  enjoyment  of  domestic  life  in  the  lower  grades 
renders  the  work  unattractive  to  young  men  of  ability  and  am- 
bition. The  remedies  in  my  opinion  lie  in  making  the  service 
approximate  that  of  the  U.  S.  Army,  by  making  advancement 
in  grade  depend  not  upon  vacancies,  but  upon  length  of  service 
and  stated  examinations,  so  that  the  young  man  who  takes  up 
the  service  as  a  life  work  will  know  just  the  reward  that  time 

*  Quoted  by  Dr.  H.  R.  Stedman  in  "  Popular  Fallacies  About  Insanity." 
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and  good  service  will  bring  him.  In  addition  there  should  be  a 
retirement  age  accompanied  by  a  fair  pension.  There  should 
also  be  provided  suitable  quarters  and  allowances  for  married 
assistants  just  as  is  done  in  the  Army.  If  the  conditions  sug- 
gested could  be  brought  about  I  have  no  doubt  that  more  than 
an  adequate  number  of  young  medical  men  would  gladly  em- 
brace the  opportunity  of  entering  the  service  with  the  intention 
of  making  it  a  life  work  instead  of  using  it  as  a  stepping  stone  to 
general  practice  as  is  now  so  often  done. 

The  laws  in  regard  to  the  admission  and  discharge  of  patients 
leave  no  room  for  criticism,  for  they  properly  safeguard  the 
interests  of  the  patient  without  the  publicity  and  accompanying 
objections  of  a  jury  trial.  The  law  recently  passed  providing 
that  the  health  officer  shall  assume  charge  of  patients  prior  to 
admission  will  undoubtedly  overcome  much  of  the  criticism  here- 
tofore made  in  regard  to  detaining  patients  in  lockups  and  other 
improper  places  pending  admission  to  the  hospital. 

The  law  providing  for  the  admission  of  voluntary  patients  has 
worked  well  and  is  rapidly  becoming  popular.  It  has  done  much 
to  favor  early  treatment  and  is  a  long  step  toward  putting  hospi- 
tals for  the  insane  on  an  equal  footing  with  those  for  the  treat- 
ment of  general  diseases. 

In  regard  to  comfortable  housing  for  the  insane  we  have  not 
kept  pace  with  our  needs.  Every  State  Hospital  is  woefully 
crowded  and  the  condition  is  becoming  worse  with  every  month. 
Efforts  to  provide  for  the  annual  increase,  which  is  now  more 
than  a  thousand,  have,  heretofore,  been  principally  made  by  adding 
buildings  to  existing  plants.  As  a  result  we  now  have  huge 
caravansaries,  with  wards  and  dormitories  containing  a  hundred 
and  fifty  beds  and  congregate  dining-rooms  for  many  hundreds. 
Day-rooms  have  been  converted  into  dormitories  and  dormitories 
have  become  so  crowded  that,  in  many  cases,  sanitary  require- 
ments in  regard  to  air  and  floor  space  are  impossible  to  attain. 
Under  such  conditions  the  best  work  cannot  be  done,  and  the 
result  is  the  accumulation  of  thousands  of  chronic  cases  under 
one  management.  All  of  these  disadvantages  I  have  pointed  out 
in  a  paper  on  "  The  Proper  Size  of  Hospitals  for  the  Insane  "  and 
will  not  now  repeat  them.  Some  of  the  difficulties  of  huge  estab- 
lishments are  overcome  by  the  provision  of  small  reception  hos- 
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pitals  such  as  now  exist  in  connection  with  nearly  all  large  State 
Hospitals,  but  there  are  many  objections  to  these  large  institu- 
tions which  cannot  be  overcome  even  by  this  expedient. 

The  State  should  provide  sufficient  accommodation  for  the 
care  of  all  classes,  including  those  who  are  possessed  of  suffi- 
cient means  to  pay  a  moderate  charge.  There  are  many  who 
have  been  able  to  live  comfortably  while  well,  who  are  unable 
under  the  visitation  of  insanity  to  pay  the  high  prices  necessarily 
charged  in  private  establishments.  They  can,  however,  afford 
and  would  willingly  pay  nine  or  ten  dollars  a  week  for  accommo- 
dations somewhat  above  those  which  we  are  able  to  give  the 
ordinary  cases.  Such  cases,  where  the  sufferers  have  previously 
been  self-supporting  wage  earners,  and  have  become  insane 
through  no  fault  of  their  own,  have  a  special  claim  upon  the 
State  and  should  be  provided  with  its  care. 

In  Europe  they  do  this  much  better  than  we  do  and  all  classes 
are  cared  for  in  State  institutions  in  a  manner  appropriate  to 
their  station  in  life.  I  would  not  be  understood  as  favoring  class 
distinction,  or  in  saying  anything  which  would  lead  one  to  believe 
that  I  would  have  the  State  do  less  for  its  poor,  but  I  do  wish 
that  I  could  say  something  which  would  make  it  possible  to  pro- 
vide suitable  quarters,  with  suitable  associates,  for  the  self-sup- 
porting, self-respecting,  and  correct  living  members  of  the  middle 
class  when  they  become  insane.  If  provision  were  made  in  each 
State  Hospital  for  this  middle  class  I  believe  it  would  do  much 
good,  that  it  would  elevate  the  tone  of  the  whole  institution,  and 
thus  indirectly  benefit  those  who  pay  nothing,  and  that  it  would 
not  create  any  troublesome  class  feeling.  In  fact  such  conditions 
formerly  existed  and  the  practice  worked  well  for  many  years, 
especially  at  Utica.  It  is  true  that  we  can  now  charge  as  much 
as  ten  dollars  per  week  for  those  who  are  able  to  pay  that  sum, 
but  as  we  can  offer  no  advantages  for  the  extra  charge  it  is  often 
difficult  to  make  those  who  can  pay  that  sum  understand  why 
they  should  be  expected  to  do  it.  Such  distinctions  as  I  suggest 
are  made  in  general  hospitals  without  causing  trouble  and  could 
be  made,  in  my  opinion,  with  equal  ease  in  hospitals  for  the 
insane.  As  only  a  small  amount  would  be  charged  per  week  the 
State  would  not  come  in  conflict  with  interests  vested  in  private 
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establishments.  This,  of  course,  we  would  not  expect  to  do 
until  sufficient  room  has  been  provided  for  all  of  the  purely 
charitable  cases. 

The  cry  for  economy  is  constantly  going  up  from  legislative 
halls  and  it  is  proper  that  it  should.  The  State  should  insist  upon 
receiving  full  value  for  every  dollar  expended,  but  the  "  penny 
wise  and  pound  foolish "  policy  is  not  to  be  advocated.  The 
erection  of  cheap  buildings  which  require  constant  repairs  is  fool- 
ish in  the  extreme,  and  it  is  equally  foolish  to  erect  good  buildings 
and  let  them  go  to  decay  for  lack  of  regular  annual  expenditures 
for  repairs.  The  cost  of  buildings  should  not  be  regulated  by 
law.  Buildings  for  the  insane  should  be  planned  to  fulfil  the 
requirements  of  the  times  and  they  should  be  economically  and 
honestly  erected.  During  a  recent  visit  I  found  that  modern 
institutions  in  Germany,  with  its  cheap  labor,  and  in  Italy,  with 
its  slight  expenditure  for  heating  plants,  cost  nearly  twice  as 
much  as  we"  are  allowed  by  law  to  expend  in  New  York  State. 
The  result  of  our  legal  restrictions  is  that  we  erect  cheap  build- 
ings with  large  dormitories,  congregate  dining-rooms,  and  a 
limited  number  of  single  rooms,  which  soon  need  extensive 
additions  to  meet  the  requirements,  and  in  many  cases,  large 
expenditures  for  repairs  and  changes  are  called  for  almost  as  soon 
as  they  are  put  in  use. 

As  hospitals  are  built  for  the  purpose  of  supplying  future  as 
well  as  present  needs  it  would  seem  that  the  money  needed  for 
new  buildings  should  be  raised  by  the  issuance  of  bonds  just 
as  is  done  when  other  permanent  improvements  are  made.  The 
cost  would  then  be  spread  over  a  series  of  years  and  would  cease 
to  be  the  heavy  burden  to  the  tax-payer  that  it  has  now  become. 
Unless  some  such  method  is  adopted  no  broad  and  comprehen- 
sive policy  for  the  care  of  the  insane  can  be  undertaken  and 
inadequate  accommodation  and  makeshift  methods  will  continue 
to  prevail. 

Intelligent  nursing  is  now  the  rule.  All  the  larger  hospitals 
have  successful  and  well  managed  training  schools,  under  the 
charge  of  nurses  trained  not  only  in  mental  nursing,  but  in  gen- 
eral nursing  as  well.  The  requirements  for  a  superintendent  of 
nurses  are  a  diploma  from  a  State  Hospital  Training  School  and 
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at  least  nine  months  training  in  a  general  hospital.  These  re- 
quirements have  resulted  in  the  selection  of  several  experienced 
women  who  are  now  doing  excellent  work  in  the  hospitals  of  the 
State.  In  addition  there  is  a  requirement  that  those  who  do  not 
possess  sufficient  education  to  enter  the  training  school,  but  do 
possess  the  natural  intelligence  to  become  good  attendants,  shall 
receive  systematic  and  regular  instruction  in  the  "  school  for 
attendants."  It  may  be  fairly  said,  I  think,  that  nursing,  both 
day  and  night,  is  now  on  a  very  satisfactory  basis  in  all  our 
hospitals. 

Substantial  and  nourishing  food  is  provided  for  all  upon  a  per 
capita  allowance  based  upon  the  studies  of  Professors  Atwater 
and  Flint.  The  only  criticism  that  can  properly  be  made  is  that 
the  dietary  is  not  always  sufficiently  varied  to  suit  individual 
tastes,  but  the  employment  of  a  skilled  dietitian  in  many  of  the 
hospitals  has  done  much  to  overcome  this  complaint. 

Suitable  clothing,  supplemented  in  many  cases  by  additions  by 
friends,  is  supplied  to  all. 

We  thus  see  that  in  our  State  the  principal  complaint  is  that 
of  lack  of  space,  for  all  who  know  the  institutions,  realize  that 
buildings  have  not  been  provided  in  sufficient  numbers  to  ade- 
quately care  for  the  net  annual  increase.  That  the  insane  are 
exceptionally  well  cared  for  from  a  medical  and  nursing  stand- 
point, and  that  their  needs  are  humanely  looked  after,  all  will 
admit ;  nevertheless  the  "  complicated  misery  "  known  as  insanity 
has  always  been,  and  always  will  be,  one  of  the  saddest  afflictions 
of  mankind,  and  we  may  all  devoutly  echo  the  pathetic  prayer  of 
Lear: 

"O  let  me  not  be  mad,  sweet  Heaven  1 
Let  me  not  be  mad ! " 
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By  HON.  ALVA  ADAMS,  Pxjeblo,  Colorado. 

No  doubt  many  of  you  will  be  disposed  to  have  an  alienist  inter- 
view the  committee  who  selected  a  layman  to  talk  to  this  conven- 
tion of  physicians.  Amateurs  cannot  instruct  and  never  should 
give  advice.  My  knowledge  of  the  healing  art  is  as  superficial  as 
a  millionaire's  conception  of  true  charity  and  my  views  as  unre- 
liable as  the  scales  of  the  Sugar  Trust.  Men  are  lame  in  any  line  of 
action  upon  which  they  never  think  and  which  they  never  practice. 
The  critic  disdains  to  practise  what  he  preaches  and  he  seldom 
thinks — that  is  why  criticism  is  the  easiest  of  all  trades.  It  re- 
quires less  capital  than  a  political  insurgent.  One  ounce  of  doubt- 
ful fact  mixed  with  a  pound  of  venom  and  a  gallon  of  prejudice 
can  paint  black  the  fairest  and  most  colossal  reputation. 

The  army  of  fault  finders  travel  with  light  baggage,  they  build 
no  arsenals,  they  have  no  commissary,  their  ammunition  is  of  the 
phantom  sort  that  requires  no  wagon  trains.  Even  the  philosopher 
and  critic  of  East  Aurora,  with  all  his  rhetoric  and  all  the  paper 
bullets  his  phrase  factory  can  make,  has  made  no  impress  upon 
the  citadel  of  professional  rectitude  that  the  labor  and  sacrifice 
of  honest  doctors  have  built.  Dr.  Norman  Bamesby  has  just 
issued  his  book  "  Medical  Chaos  and  Crime."  It  is  a  night  mare, 
a  horror,  as  crimson  with  slaughter  as  the  deadly  bend  at  Spott- 
sylvania.  It  is  an  assault  upon  public  confidence,  it  robs  suffering 
mortals  of  the  faith  so  necessary  to  every  curative  system.  It 
places  every  physician  under  suspicion  in  the  public  mind.  The 
incidents  mentioned  may  be  true.  Anything  is  possible  where  laws 
are  lax  and  diplomas  are  obtainable  by  correspondence  for  $25, 
as  they  have  been  during  the  past  twenty-five  years.  It  is  easy  to 
fill  a  book  with  cases  of  malpractice.  Ignorance  and  stupidity 
kill  more  people  than  a  Mexican  army,  but  every  doctor  is  not  a 
butcher,  and  it  is  a  serious  thing  to  place  a  noble  profession  under 
indictment  because  a  few  promote  chaos  and  crime.    As  well  de- 
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clare  all  bankers  are  thieves  because  a  few  should  be  in  jail,  or  all 
preachers  fools  because  one  now  and  then  proves  weak  and  fool- 
ish like  other  men.  The  doctor,  the  priest,  and  the  philosopher 
have  ever  been  the  target  of  the  cynic.  Satire,  however,  can  never 
destroy  the  world's  reverence  for  the  good  doctor.  There  are  plenty 
who  are  too  ready  to  cut,  too  willing  to  physic.  There  are  still 
Dr.  Sangrados,  with  their  black  bottle  with  its  shot-gun  mixture, 
fakirs  with  their  leeches,  purges,  and  quackery,  but  thank  God 
there  are  thousands  of  earnest,  self-sacrificing  efficient  doctors  to 
whom  altars  of  gratitude  have  been  reared  in  the  thousand  homes 
where  they  have  ministered.  McLaren's  Dr.  Maclure  was  a  penti- 
costal  character.  All  who  have  touched  the  rural  life  of  our 
country  have  known  unselfish  doctors  who  might  have  been  the 
prototype  of  the  immortal  Scotch  doctor.  Many  American  com- 
munities have  been  enriched  by  doctors  as  useful  in  their  way  as 
was  Balzac's  country  doctor  who  raised  the  French  peasant  from 
buckwheat  to  rye,  from  rye  to  white  bread,  from  degradation  to 
self-reliance  and  manhood.  We  will  not  accept  Bernard  Shaw, 
Elbert  Hubbard,  or  even  Dr.  Barnesby  as  our  medical  guides. 

For  many  wrongs,  blunders,  and  fatalities  of  crude,  inefficient, 
ignorant  practitioners,  the  more  legitimate  and  competent  physi- 
cian is  often  a  moral  "  particeps  criminis." 

An  exaggerated  conception  of  professional  etiquette  too  often 
induces  a  doctor  to  stand  by  a  professional  brother  to  the  point 
of  perjury.  A  false  idea  of  loyalty  covers  the  mistakes,  accidents, 
and  blunders  of  incompetency.  A  conference  is  often  little  less 
than  a  conspiracy  to  protect  a  doctor  from  punishment  for  crim- 
inal negligence  or  ignorance.  This  is  not  courtesy,  it  is  crime. 
We  owe  more  to  the  community,  to  our  fellow  men,  than  we  do 
to  etiquette.  No  physician  can  be  infallible.  Not  since  the  Savior 
made  the  blind  to  see  and  the  lame  to  walk  has  any  mortal  been 
able  to  cure  at  will,  but  surgery  is  not  a  guess,  medicine  is  not  an 
experiment;  both  are  sciences  interwoven  and  interdependent. 
Knowledge  of  anatomy,  of  "  materia  medica  "  of  disposition,  tem- 
perament, and  human  nature  are  fundamental.  Conscience  is  also 
a  prime  attribute  in  the  genuine  physician.  Possessing  these  ele- 
ments does  not  exempt  from  the  duty  of  exposing  imposture.  A 
wall  full  of  diplomas  or  high-sounding  names  should  not  protect 
or  shield  the  charlatan.    There  should  be  no  close  season  for  the 
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quack  and  the  skilled  conscientious  physician  should  be  the  first 
to  go  gunning  for  that  sort  of  criminal.  All  the  machinery  of 
government  is  utilized  to  run  down  the  petty  thief  and  swindler, 
but  those  who  violate  the  sacred  confidence  of  the  home  and  trifle 
with  the  lives  of  loved  ones,  go  free  and  unmolested.  These  pre- 
tenders rely  upon  the  silent  lip  of  professional  etiquette,  and  upon 
those  periodicals  which  for  pay  spread  their  web  of  false  and  delu- 
sive promises  before  a  weak,  ignorant,  and  trusting  invalidism. 
Many  advertising  agencies,  like  many  individuals,  believe  with  the 
Spanish  proverb  that  "  money  never  smells."  No  side  of  man  is 
so  exposed  to  fraud  as  where  his  physical  ailments  are  concerned. 
To  the  great  mass  disease  is  still  a  mystery.  The  ordinary  indi- 
vidual when  ill  calls  the  doctor.  He  hopes  that  he  has  selected  the 
right  man,  he  trusts  that  he  will  fare  better  than  the  biblical  Asa 
who  called  a  physician,  but  how  can  he  know,  he  wants  a  doctor 
whom  he  can  trust,  who  is  worthy  of  confidence,  as  all  should  be. 
The  healing  art  is  the  most  important  to  human  happiness  of  all 
professions.  The  doctor's  relations  with  the  family  are  more 
sacred  than  those  of  the  priest.  Every  family  secret,  every  home 
confidence  must  be  his.  In  grasp  of  a  doctor's  ability  even  present 
civilized  man  is  still  a  child.  Man  is  the  only  animal  who  is  super- 
stitious. Our  ancestors  were  guided  in  medicine  and  in  religion 
by  superstition.  Often  the  priest  combined  the  two  trades  and 
usually  was  as  much  of  a  quack  in  the  one  as  in  the  other.  The 
race  has  traveled  a  long  way  from  these  dark  ages,  but  man  has 
not  left  all  his  superstition  behind.  He  has  either  changed  his 
liquor  or  is  of  different  mind  than  Calvin  and  Luther  and  their 
age  as  he  is  not  pestered  with  material  devils  that  required  ink 
bottles  and  other  missiles  to  drive  away. 

Upon  the  face  of  modern  man  there  falls  a  more  radiant  ray  of 
progress  than  has  ever  lighted  a  past  age,  but  he  still  believes  there 
is  to  be  found  a  universal  panacea  that  will  dissolve  all  the  ills  of 
the  body.  He  still  hopes  to  find  in  some  new  vinegar  bitters  or 
peruna,  a  draught  from  the  true  fountain  of  youth ;  he  still  is  will- 
ing to  accept  limburger  cheese  as  a  cure  for  cancer.  The  lingering 
trace  of  far-off  ancestral  superstitions  is  shown  in  the  faith  that 
the  laying  on  of  anointed  hands  and  the  pleading  of  earnest  prayer 
can  restore  exhausted  organs  and  reknit  broken  bodies.  Hopeful 
but  unthinking  man  still  believes  that  there  will  yet  be  found  an 
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elixir  of  life  as  potent  as  that  which  Bulwer's  Margrave  distilled 
and  then  wasted  on  the  desert  hill  of  Australia.  I  glory  in  the 
faith  and  hope  of  the  optimistic  man  of  the  twentieth  century,  but 
I  cannot  bank  upon  his  judgment  when  I  see  the  mighty  fortunes 
his  credulity  has  built  in  the  marts  of  quackery.  Our  schools  and 
colleges  are  now  releasing  their  myriads  of  graduates,  school 
taxes  are  Pikes  Peak  high  all  over  the  land.  In  government,  in 
finance,  in  industry,  in  a  hundred  fields  of  achievement  our  people 
are  supreme.  Every  night  a  hundred  million  eyes  turn  to  the 
glowing  planets,  stars,  and  worlds  in  the  skies,  and  yet  some  men 
still  believe  that  bodily  health  has  to  do  with  mystery  and  miracle 
and  not  with  the  law,  science,  and  skill  and  knowledge. 

In  spite  of  the  world's  accumulated  wisdom,  experience  and 
warning  the  fakir  still  wears  purple  and  the  quack  drives  the  best 
make  of  automobile.  Human  credulity  is  a  mine  that  is  never 
worked  out.  To  the  schemer  it  is  a  perennial  Golconda.  The  pro- 
moter who  offers  miraculous  cures  or  100  per  cent  investments 
never  lacks  customers.  Franklin  said  "  the  family  of  fools  is 
ancient."  We  can  add  that  it  is  still  very  large  as  well  as  old. 
Common  sense  is  man's  most  reliable  capital.  With  it  he  is  rich, 
without  it  he  is  an  insolvent  in  the  courts  of  fortune.  Many  who 
are  sane  upon  most  relations  of  life  give  their  common  sense  an 
opiate  or  send  it  upon  a  vacation  when  they  touch  upon  questions  of 
health,  speculation,  or  the  invisible  world.  Nearly  every  stairway  in 
the  business  part  of  our  cities  carries  the  names  of  fortune  tellers, 
palm  readers,  and  cure-all  doctors.  They  promise  to  cure  every 
ill  from  love  to  piles  without  knife,  calomel,  or  publicity.  Their 
guarantee  is  not  unlike  the  prayers  of  a  Mohammedan  priest  I 
saw  on  Mount  Moriah,  Jerusalem,  who  offered  three  grades  of 
prayers,  "  the  ordinary,"  "  the  strong,"  and  "  the  sure  fetch,"  the 
one  used,  to  be  determined  by  your  donation,  whether  a  copper,  a 
silver,  or  a  gold  coin.  The  prosperity  of  these  knights  of  humbug 
and  ladies  of  imposture  is  almost  an  impeachment  of  modern  in- 
telligence. Should  Euripides  return  he  could  repeat  what  he  said 
2300  years  ago  that  "  against  human  stupidity  even  the  gods  are 
helpless." 

Man  must  love  to  be  humbugged  or  he  would  not  be  an  easy 
victim  ;  that  he  is,  is  proof  that  some  of  us  have  not  gotten  beyond 
the  childhood  stage  and  need  a  guardian. 
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I  do  not  love  monopoly,  either  medical  or  any  other  kind.  I 
believe  in  man  being  free,  but  I  also  believe  that  the  strong  should 
protect  the  weak,  that  no  charlatan  should  be  allowed  to  exploit 
the  credulous ;  the  fool  is  as  much  the  care  of  the  law  as  the  wise. 
The  doctor  who  knows  is  under  a  moral  obligation  to  protect  those 
who  do  not  know. 

It  is  as  much  his  duty  to  expose  and  drive  out  the  ignorant  and 
incompetent  practitioner  as  it  is  to  refuse  fellowship  with  any 
other  assassin.  The  man  who  will  operate  without  knowledge  or 
skill  should  be  classed  with  the  burglar ;  his  main  purpose  is  money, 
but  he  will  kill  if  he  must.  Professional  dignity  is  no  legitimate  re- 
treat from  responsibility  to  the  community.  Cities  should  deny 
harbor  to  all  kinds  of  imposture,  morals  and  health  are  as  much  en- 
titled to  protection  as  property.  Newspapers  should  decline  all  ad- 
vertisements that  promise  the  impossible.  The  press  is  improving 
in  this  respect — many  papers  now  decline  most  seductive  financial 
offers  to  print  announcements  of  quacks,  spirit  healers,  and  fraud- 
ulent remedies.  Grand  juries  might  do  a  service  by  warning  those 
who  still  carry  thinly-veiled  offers  of  criminal  and  swindling 
operations  and  speculations. 

"  Caveat  emptor  "  (let  the  buyer  beware)  is  doubtful  honesty 
in  a  merchandise  trade.  In  the  matter  of  health  it  is  a  criminal 
doctrine. 

When  my  rural  mind  thinks  "  physician  "  it  is  the  all-round 
doctor  that  fills  my  view.  You  are  all  "  M.  D.,"  but  you  are 
specialists  as  well,  versed  in  all  branches,  you  are  experts  in  one 
and  that  the  most  unselfish.  This  is  an  age  of  specialization.  Men 
are  not  expected  to  know  everything.  You  are  not  the  sort  of 
specialist  Governor  Shaf  roth  has  in  mind  these  days,  as  he  worries 
over  State  finances,  trying  to  make  an  all-covering  garment  out  of 
half  of  the  tax  cloth  of  gold  he  thinks  he  needs.  There  forms  a 
mental  prayer  that  some  of  Colorado's  rich  men  would  make  their 
will  and  call  a  specialist.  There  is  no  tax  more  easy  or  welcome 
than  an  inheritance  tax ;  to  make  such  a  tax  operative  there  is  no 
one  so  well  equipped  as  a  wide-awake  patriotic  specialist.  That, 
however,  is  not  your  province.  You  deal  not  with  the  rich.  Op- 
pulence  runs  away  from  the  mentally  unfit,  they  have  no  purse  to 
give  those  who  care  for  them.  Hope  of  princely  fees,  split  or 
otherwise,  do  not  inspire  you.    Humanity  must  have  a  large  place 
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in  the  ideals  of  those  who  devote  their  lives  and  ability  to  the 
insane.  Your  mission  is  to  ease  the  condition  of  God's  most  un- 
fortunate children.  Brains  darkened  with  a  blot,  intellects  clouded 
with  visions  and  hallucinations  demand  the  highest  skill. 

I  can  visit  a  prison  without  emotion,  but  an  asylum  grips  the 
heart  and  touches  the  deepest  sympathy.  A  criminal  is  confined 
on  account  of  deliberate  willful  conduct,  while  the  insane  are 
stricken  of  God. 

Lombroso  insists  that  insanity  and  genius  are  of  the  same 
family.  Greatness  springs  from  abnormal  brains,  brains  that  are 
largely  developed  in  one  direction  at  the  expense  of  other  quali- 
ties. It  is  the  unbalanced  intellect  that  scintillates  and  startles. 
The  ordinary,  even-poised  brain  is  the  fountain  of  mediocrity; 
they  do  the  plowing  and  planting,  they  hew  the  wood,  draw  the 
water  and  keep  the  world  from  starving  and  then  pass  into  ob- 
livion. Sane  people  with  normal  brains  do  the  world's  work,  but 
their  individuality  leaves  no  mark  on  the  historic  page;  mental 
abnormality  is  the  flame  that  blazes  from  the  intellectual  beacons 
of  human  annals.  The  lobes  of  my  brain  are  symmetrical  and 
even,  therefore  normal,  and  I  can  do  only  the  ordinary  and  com- 
monplace. One  lunatic  in  politics,  religion,  finance,  or  literature, 
can  create  more  excitement,  more  commotion,  fill  more  pages  in 
a  newspaper  than  an  army  of  even-poised  useful  workers.  Ac- 
cording to  the  estimate  of  much  quoted  psychologists,  Shakes- 
peare, Napoleon,  Watts,  John  Brown,  all  the  sons  of  glory,  were 
crazy.  I  am  sure  that  you  are  sorry  that  I  have  none  of  the  traits. 
There  is  a  popular  idea  that  those  who  associate  with  the  insane 
in  time  take  on  their  peculiarities.  If  this  be  true  and  also  true 
that  genius  and  insanity  are  close  allied,  you  could  by  a  sort  of  left- 
handed  logic  prove  that  you  were  all  touched  with  genius,  but  it 
would  be  what  Longfellow  calls  "  the  divine  insanity  of  noble 
minds." 

Civilization  offers  no  trophy  nobler  than  the  advance  in  the 
treatment  of  the  insane.  In  more  superstitious  days  insanity  was 
considered  a  diabolical  and  not  a  natural  malady.  To  drive  out 
the  devils  the  lash,  the  fagot,  all  kinds  of  torture  were  justifiable 
and  commended.  In  the  ages  of  brutality  the  demented  were  the 
most  unfortunate  of  all.  The  very  gates  of  heaven  must  have 
rocked  with  the  sobs  of  angels  as  they  wept  over  man's  inhumanity 
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to  their  unbalanced  brother.  In  our  own  America,  before  the 
building  of  our  great  asylums,  there  were  thousands  of  families 
afflicted  with  insane  members,  many  of  whom  were  confined, 
chained,  and  treated  like  wild  beasts.  Those  whom  God  had 
cursed,  man  abused.  There  never  was  a  "  fall  of  man  " — he 
started  a  brute  and  could  not  fall.  From  primitive  animal  con- 
ditions humanity  has  been  a  constant  growth  and  evolution.  From 
primal,  groveling  brutehood  man  has  emerged,  standing  upright 
in  the  image  of  his  Maker.  No  trait  marks  the  divine  attributes 
more  clearly  than  the  improved  treatment  of  the  insane.  The 
asylums  of  other  days  were  chambers  of  horror.  The  halls  of 
Eblis,  with  their  procession  of  the  lost,  were  cheerful  in  compari- 
son. To-day  the  asylum  is  a  harbor  of  mercy.  Force  has  given 
way  to  kindness.  The  stone-pillared  dungeon  has  been  abolished. 
Chains  and  straight  jackets  have  been  relegated  to  the  junk  pile, 
out-door  freedom,  work,  and  gentleness  are  elements  in  modern 
treatment.  Asylums  are  places  of  study,  entertainment  and  cure 
as  well  as  of  detention.  Kindness  is  a  better  medicine  than 
cruelty.  Prison  life  in  Colorado  is  being  infused  by  the  same 
spirit.  Men  are  being  trusted  and  through  that  trust  are  being 
made  worthy  of  trust.  We  are  coming  to  a  higher  and  nobler 
conception  of  human  nature,  and  through  its  workings  many  of 
the  devils  of  mind  and  conscience  will  be  driven  out  to  return  no 
more.  The  benedictions  of  John  Howard  and  Wilberforce  and 
Charles  Reade's  Dr.  Sampson  must  be  upon  the  unselfish  workers 
who  are  transforming  our  asylums  and  prisons.  Progress  has  no 
better  credentials  than  these  reforms.  I  believe  in  modern  achieve- 
ment and  in  modern  doctors  ;  progression  is  the  law.  If  ill  I  would 
rather  be  treated  by  a  191 1  graduate  than  by  the  most  famous 
of  the  doctors  of  antiquity.  Green,  crude,  and  inexperienced,  they 
know  more  of  the  cause  of  disease  and  the  art  of  healing  than  the 
founders  of  the  profession. 

Aesculapius,  Hippocrates,  and  Galen  could  not  get  a  diploma  to 
practice  in  Colorado,  and  if  they  did  practice  they  would  be  jailed 
for  mal  practice  if  not  manslaughter.  Ideals  may  not  have  changed, 
but  science  and  research  have  during  the  past  generation  revolu- 
tionized methods.  There  is  still  blundering,  but  there  is  also  much 
that  is  exact  and  certain. 

Oliver  Wendell  Holmes  was  joking  and  had  no  intent  to  arm 
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the  skeptic  when  he  said :  "If  all  the  medicines  in  the  world  were 
thrown  into  the  sea,  it  would  be  better  for  the  human  family,  and 
worse  for  the  fishes."  When  he  was  sick  his  mouth  opened  as 
readily  to  the  dope  of  other  doctors  as  a  bird  in  the  nest  opens  to 
the  worm  the  mother  bird  brings.  In  the  face  of  modern  medical 
knowledge,  the  very  ghost  of  Sir  Alfred  Cooper  must  blush  when 
it  recalls  his  dictum  that  "  medicine  is  a  science  founded  on  con- 
jecture and  improved  by  murder."  We  do  not  kill  people  by 
bleeding,  as  Washington  was  killed.  Had  the  surgeons  of  the  Civil 
War  the  knowledge  and  aids  that  are  now  at  our  command,  the 
lives  of  200,000  soldiers  could  have  been  saved.  The  ridicule  and 
suspicion  of  the  past  may  have  been  justified,  but  to-day  it  can  be 
applied  only  to  individuals,  not  to  the  profession.  Because  some 
careless  surgeon  sews  up  a  sponge  or  an  instrument  inside  of  his 
patient  abdominal  operations  are  not  to  be  condemned.  Last  week 
a  doctor  of  Atlantic  City  was  sued  for  $35,000  damage  for  having 
left  a  pair  of  forceps  in  the  abdomen  of  a  patient  upon  whom  he 
had  performed  an  abdominal  operation.  Her  husband  is  a  clergy- 
man, but  the  fact  that  the  forceps  were  silver  and  that  tUe  doctor 
did  not  add  them  to  his  bill  did  not  satisfy  him.  This  unpleasant 
or  criminal  incident  does  not  mitigate  against  the  wonderful  ab- 
dominal work  that  is  now  being  done. 

Many  doctors  have  fads  and  hobbies,  and  in  their  enthusiasm 
are  apt  to  make  symptoms  bend  to  their  fads.  Appendicitis  is 
an  old  disease  with  a  new  name.  Flaxseed  poultice  and  olive  oil 
cured  as  many  as  the  knife  and  it  made  no  mistakes,  but  an  ill- 
smelling  poultice  was  not  artistic.  An  old  woman  could  apply  the 
remedy  as  well  as  a  surgeon.  A  few  articles  in  medical  journals 
made  the  elimination  of  the  appendix  a  widespread  fad.  To-day  a 
woman  has  an  attack  of  colic ;  she  lies  down  and  calls  for  a  fashion- 
able doctor  to  come  and  relieve  her  of  her  appendix. 

With  the  laymen  there  is  a  growing  sentiment  that  fees  and 
fashion  have  more  to  do  with  this  operation  than  necessity.  A 
close  season  or  the  limiting  of  each  doctor  to  a  certain  number  of 
cases  as  a  hunter  is  limited  in  the  amount  of  game  he  may  kill  in 
a  season  might  be  well.  The  true  surgeon  must  dare  to  operate, 
but  he  should  have  the  discretion  to  make  the  knife  the  ultimate 
and  not  the  initial  means  of  relief — the  judgment  should  be 
stronger  than  the  desire  to  cut.    Blunders  occur,  but  against  every 
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mistake  a  thousand  victories  may  be  cited.  Wisdom  never  marched 
with  as  confident  tread  as  to-day.  The  research  and  sacrifice  of 
unselfish,  devoted,  and  courageous  men  have  widened  the  intel- 
lectual horizon  and  in  the  increase  of  knowledge  no  branch  has 
achieved  as  much  as  sanitation,  anatomy,  and  the  pathology  of 
disease.  It  was  the  telescope  that  first  placed  creeds  and  theol- 
ogies afloat  upon  the  sea  of  doubt,  and  now  it  is  the  microscope 
and  science  that  have  fixed  material  things  upon  the  solid  table  of 
truth.  So  marvelous  have  been  the  discoveries  in  bacteriology 
that  we  dare  not  say  that  the  secret  of  human  life  itself  may  not 
some  day  be  revealed  by  the  investigation  of  God-like  science. 
Mystery  no  longer  halts  and  appals.  The  crucible,  the  microscope, 
and  chemistry  are  fast  limiting  the  boundaries  of  the  unknown. 
Soon  it  may  disappear,  as  the  Great  American  desert  flitted  and 
faded  and  finally  vanished  from  the  geographic  maps  of  America. 
Ignorance,  however,  still  fights.  Liza  H.  Badger,  secretary  of  the 
Anti- Vivisection  Society,  is  quoted  by  the  New  York  Sun  as  say- 
ing that  "  Pasteur  is  not  only  a  murderer  but  a  charlatan  and 
plagiarist  and  we  can  prove  it."  The  Petit  Journal  of  Paris  in- 
vited its  readers  to  send  in  lists  of  the  twelve  greatest  Frenchmen. 
Pasteur's  name,  like  Abou  Ben  Adam,  headed  the  list.  I  stand  with 
that  estimate  and  not  with  Liza,  I  love  dogs,  but  I  love  babies 
more.  The  lazy  and  the  sloven  also  laugh  at  the  germ  theory; 
they  believe  in  bugs  they  can  see,  but  not  in  the  bugs  invisible ;  to 
believe  they  must  clean  up,  and  that  is  trouble — they  feel  that 
science  is  an  intruder — their  indolence  responds  to  the  sentiment : 

"  That  I  was  a  babboon 
And  you  an  ape, 
Did  no  diflference  make 
Until  Darwin  spake." 

In  spite  of  the  ignorant,  the  lazy,  and  the  dirty,  the  doctors  of 
the  world  will  carry  on  the  fight  against  contagion.  Through  anni- 
hilation of  the  mosquito  in  Cuba  and  Panama,  yellow  fever  has 
been  mastered.  By  destroying  the  rats  and  other  sanitary  meas- 
ures, oriental  plagues  have  been  halted  on  our  shores  and  San 
Francisco  made  the  healthiest  city  in  the  world.  The  senuns  of 
science  have  relieved  thousands  of  American  homes  from  the 
agonies  of  stricken  children.  The  doctors  are  now  inspiring  a 
new  health  crusade,  the  sanitary  battle  cry  is  "  swat  the  fly."  We 
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love  Uncle  Toby  for  his  kindness,  but  we  do  not  agree  when  he 
captured  an  annoying  fly,  opened  the  window  and  said :  "  Go  poor 
devil  the  world  is  wide  enough  for  thee  and  me."  Today  the 
world  is  not  wide  enough  for  man  and  fly. 

There  is  no  sanctified  profession.  The  way  we  do  our  work 
and  not  our  trade  ennobles.  Money  may  be  the  Aladdin  lamp  of 
power,  but  it  is  service  that  brings  true  happiness.  No  man  does 
more  for  his  fellow  man  than  the  doctor.  There  are  as  many  con- 
secrated lives  in  the  medical  profession  as  in  the  ministry.  It  is 
what  is  done  for  others  that  marks  the  man.  Neither  wealth  or 
beauty  confers  greatness.  The  two  hundred  thousand  dollar  jew- 
elled crown  placed  upon  the  head  of  the  woman  at  Pasadena  did 
not  make  her  a  queen. 

With  passing  years  and  experience  doctors  grow  wiser  and 
simpler  in  their  treatment.  Man's  anatomy  may  be  complex,  but 
a  disorder  may  yield  quicker  to  a  simple  than  to  a  compound 
remedy;  a  sensible  diet,  pure  air,  pure  water,  exercise,  temper- 
ance— these  are  the  doctor's  competitors,  these  are  the  prescrip- 
tions they  most  often  give,  but  seldom  are  they  heeded.  When  I 
feel  heavy  and  below  par  I  try  to  coax  my  doctor  to  play  golf 
with  me ;  that  puts  red  blood  into  old  bodies ;  it  is  more  potent 
than  Brown  Sequard  "  extracts  "  as  a  deterant  of  old  age.  When 
I  get  to  heaven,  I  intend  asking  St.  Peter  for  a  mansion  next  to  the 
golf  links. 

I  have  many  friends  among  the  doctors,  but  golf,  a  clear  con- 
science, and  a  pure  democracy  keeps  me  so  healthy  that  I  feel  like 
apologizing  when  I  meet  a  doctor.  Dr.  Work  is  such  a  fine  fellow 
and  has  such  an  attrative  sanitarium  that  I  am  almost  sorry  that 
I  am  not  a  little  crazy  so  I  could  patronize  him  and  his  institution. 
A  good  doctor  is  the  friend  of  man ;  when  he  enters  my  home  I 
receive  him  as  my  friend;  he  becomes  my  father  confessor.  If 
he  be  not  as  wise  as  I  would  regard  him,  I  do  not  want  him  to  con- 
fess it.  I  give  him  my  full  confidence,  and  I  want  him  to  have  full 
confidence  in  himself.  If  you  have  faith  in  your  doctor  and  in 
his  remedies  he  can  feed  you  bread  pills  and  you  will  soon  take 
up  your  bed  and  walk  and  it  may  be  the  faith  rather  than  the  medi- 
cine that  cures. 

Self-confidence  is  an  important  element  in  a  doctor.  Others 
lean  upon  him.    Faith  in  self  will  beget  faith.    "  He  cures  most  in 
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whom  most  are  confident  "  is  as  true  to-day  as  when  Galen  uttered 
it.  Modesty  is  a  beautiful  trait  in  a  young  girl,  but  in  a  mature 
man  it  is  affectation.  The  doctor  who  does  not  believe  in  himself 
would  better  go  into  some  other  business.  The  pronoun  "  I "  is  the 
master  key  of  success.  The  Savior  used  it  with  frequency  and 
power. 

I  may  not  believe  in  a  doctor's  trust,  but  I  believe  in  trusting 
my  doctor,  and  I  am  not  offended  when  a  doctor  tells  me  why  he 
is  worthy  of  trust ;  cheap  theology  my  be  risky,  but  cheap  doctor- 
ing is  a  tragedy.  A  quack  is  a  compound  grafter,  he  steals  both 
the  money,  and  the  health  of  his  victim.  The  leaders  of  the  pro- 
fession are  in  a  way  responsible  for  the  quack. 

People  do  not  send  for  a  doctor  they  have  not  heard  of ;  they 
patronize  those  whose  names  they  see  and  hear.  The  young  doctor 
will  do  well  to  buy  his  first  office  and  home  outfit  on  credit  if  he 
can,  and  of  many  stores,  creditors  remember  and  patronize  those 
who  owe  them.  A  modest,  cash-paying  customer  does  not  come 
under  the  eye  of  the  proprietor  and  is  soon  forgotten. 

It  is  neither  good  sense  nor  business  sagacity  for  trained  physi- 
cians to  give  the  quack  a  monopoly  of  advertising.  The  press  is  a 
mighty  vehicle  of  power  and  it  is  legitimate  for  honest  people  to 
use  it.  The  talent  of  the  skilled  physician  is  as  much  out  of  place 
as  any  other  talent  when  hid  under  a  bushel.  If  legitimate  pro- 
fessions would  advertise  they  could  rely  upon  the  press  to  help 
them  drive  out  the  quacks.  It  is  only  fair  to  buyer  and  seller  that 
those  having  ability  and  merchandise  to  sell  should  make  it  known. 
Publicity  of  the  good  drives  evil  into  retirement.  There  is  such 
a  thing  as  being  too  reserved.  Modesty  in  business  is  like  doing 
business  upon  a  back  street.  There  can  be  a  false  conception  of 
dignity.  Dignity  is  often  the  mask  of  ignorance.  In  this  age  of 
electricity,  automobiles,  and  flying  machines  dignity  is  apt  to  get 
run  over.  It  is  about  the  cheapest  trait  in  human  conduct.  In 
assigning  the  parts  of  a  play  on  the  stage  the  poorest  actor  is 
usually  given  the  dignified  parts. 

Under  the  windows  of  this  hotel  Bishop  Warren's  Trinity 
Church  is  ablaze  with  electric  signs  that  would  be  the  pride  of  a 
theater.  The  Lord's  business  is  not  ashamed  to  advertise.  A  paid 
card  in  a  newspaper  may  be  unethical,  but  when  a  reporter  gives 
a  column  write-up  of  a  skillful  and  delicate  operation,  the  operator 
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does  not  protest,  but  buys  six  copies  of  the  paper,  five  of  which  he 
sends  to  friends,  and  the  other  he  pastes  in  his  scrap  book. 

The  assistant  at  an  operation  feels  slighted  and  hurt  if  the  case 
is  mentioned  in  the  papers  and  his  name  is  omitted.  There  must 
be  a  great  difference  between  an  advertisement  and  a  news  item, 
but  many  are  so  stupid  that  they  do  not  discern  it. 

In  my  day  I  note  a  radical  change  in  the  treatment  of  each  other 
by  doctors  of  different  schools.  It  was  not  so  long  ago  that  one 
school  would  not  confer  with  another.  Each  thought  the  other 
should  be  debarred  from  practice  if  not  sent  to  jail.  To-day  the 
millenium  dawn  must  be  breaking;  doctors  are  tolerant  of  each 
other  and  a  moderate  amount  of  harmony  and  friendship  prevails. 
Bigotry  and  prejudice  are  fading.  Preachers  change  pulpits. 
In  Denver  I  have  seen  rabbi  and  priest,  Methodist,  Unitarian, 
Presbyterian,  Episcopal,  and  Congregational  preachers  in  the 
same  pulpit  and  participating  in  the  same  religious  service.  Re- 
ligion may  be  growing,  but  the  walls  of  creed  are  melting  and 
crumbling. 

I  do  not  study  closely  the  systems  from  which  my  medical 
friends  draw  their  diplomas;  all  schools  have  their  virtues  and 
their  peculiarities,  I  try  to  have  no  personal  prejudice  and  to  see 
the  good  in  all,  I  was  raised  on  mercury ;  blue  mass  was  as  com- 
mon a  remedy  in  my  boyhood  community  as  quinine  is  in  a  malaria- 
infested  zone  in  the  south.  The  influence  of  early  training  lives 
long,  but  I  can  conceive  of  conditions  that  might  make  me  a  patron 
of  different  schools.  For  instance,  last  winter,  when  I  marked 
time  for  four  months  in  an  alleged  contest  for  the  Senate,  it  was 
the  soothing  and  forgiving  treatment  of  the  Christian  Scientists 
that  I  needed.  Prayer  only  can  cure  the  perfidy  and  disappoint- 
ments of  politics.  When  afflicted  with  a  moderate  novel-reading, 
scold-the-family,  kick-the-cat  degree  of  invalidism  the  homeo- 
pathic philosophy  and  pills  of  power  seem  to  meet  the  demand, 
but  when  there  is  a  genuine  Madero  riot  and  insurrection  in  my 
interior  department,  I  'phone  for  the  old-style  calomel  doctor  and 
I  want  him  quick.  Can  you  guess  the  alma  mater  of  Dr,  Black,  of 
Cleveland,  who  last  winter  testified  that  in  a  professional  way  he 
had  kissed  a  thousand  women,  mostly  old.  To  cheer  was  a  part 
of  his  treatment ;  many  patients  need  a  hand  pressure  for  a  lullaby 
more  than  a  physic. 
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The  more  I  study  the  work  of  those  who  are  devoted  to  the 
healing  art  the  more  certain  am  I  that  they  have  achieved  more 
that  is  noble  and  beneficent  than  any  other  branch  of  the  human 
family.  In  the  estimate  of  the  statesman,  who  has  to  do  with  war, 
government,  and  finance,  the  banker  comes  first.  In  the  scales 
of  humanity  and  of  service,  the  physician  outweighs  the  man  of 
gold.  The  banker  has  a  heart,  but  it  is  often  atrophied.  Like  the 
vermiform  appendix  it  has  forgotten  its  original  function.  The 
banker  may  be  respectable ;  he  may  even  be  generous,  but  the  cus- 
todian of  other  people's  funds  must  ever  be  on  his  guard.  There 
is  a  world-wide  conspiracy  of  those  who  have  no  money  to  take  it 
away  from  those  who  do  have  it.  It  takes  an  alert,  a  selfish,  almost 
a  hard  man  to  be  a  safe  banker.  There  may  be  liberal,  sympa- 
thetic, all-around  good  fellows  who  are  bankers.  When  you  find 
that  kind  dine  with  them,  drink  with  them,  travel  with  them,  play 
with  them,  but  put  your  money  in  some  other  bank. 

In  the  final  estimate  of  human  character  it  will  not  be  financial 
cunning  that  counts  the  most.  Those  who  discover  a  new  remedy 
or  develope  a  new  grass  or  a  new  food  do  more  than  he  who  finds 
a  new  star  or  the  magnate  who  gathers  a  billion  in  gold.  Medi- 
cine and  surgery  have  been  progressive.  The  discovery  of  an- 
esthetics, of  bateriology,  of  antiseptics,  of  a  hundred  different 
remedies  and  methods  of  cure  have  placed  the  world  under  great 
debt  to  the  medical  fraternity.  The  banker  creates  nothing,  in- 
vents nothing.  There  is  nothing  new  in  banking.  Venice  had  a 
better  banking  system  than  we  have.  Lorenzo  was  an  expert  in 
the  art  of  usury  as  is  our  own  Morgan,  and  he  practised  it  as  mag- 
nificently. A  constantly  improving  medical  efficiency  will  make  a 
revision  of  the  Carlile  mortality  tables  necessary.  The  average 
span  of  life  has  been  lengthened.  Some  Malthusian  philosopher 
may  claim  that  the  saving  power  of  the  skilled  physician  will 
deteriorate  the  race.  They  perpetuate  the  unfit.  Civilization  de- 
mands quality,  humanity  pleads  for  all.  Civilization  is  not  con- 
cerned with  the  weak ;  its  creed  is  "  the  survival  of  the  fittest." 
Doctors  are  the  apostles  of  humanity,  the  more  helpless  the  greater 
their  efforts  to  save.  With  the  increasing  ability  to  prolong  life, 
to  master  plague  and  epidemics  and  contagion,  and  the  coming 
of  universal  peace,  there  will  soon  result  a  congested  world. 
Some  day  a  crowding  race  will  develop  the  science  of  eugenics, 
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when  the  unfit  and  degenerate  will  be  forbidden  to  multiply  and 
the  same  care  will  be  given  to  the  breeding  of  men  that  is  now 
given  to  the  breeding  of  cattle,  pigs,  sheep,  and  horses.  With  that 
day  will  come  a  new  race  of  Spartan  manhood.  In  the  last  Colo- 
rado legislature  a  woman  member  proposed  a  law  that  would  stop 
the  perpetuation  of  the  unfit;  the  male  members  voted  the  bill 
down,  whether  from  motives  of  humanity  or  for  personal  reasons 
we  do  not  know. 

Medicine  still  has  its  freaks,  its  false  prophets,  and  its  errors, 
but  every  year  there  emerges  certainties  from  the  cloud  of  doubt 
to  take  their  place  with  proven  truth.  There  is  a  growing  ten- 
dency to  let  nature  take  its  course,  to  stand  by  the  laws  of  God 
until  better  ones  can  be  discovered. 

And  now,  my  doctor  friends,  I  want  you  to  forget  this  infliction 
by  going  up  into  our  great  hills.  They  are  inspiring  and  they  are 
silent — they  make  no  speeches  and  read  no  papers.  No  conven- 
tion is  ever  more  welcome  in  Colorado  than  a  convention  of  doc- 
tors. Upon  our  mountain  tops  you  need  no  disinfectants ;  the  water 
is  as  pure  as  that  which  flowed  in  the  four  rivers  of  Eden,  and  the 
air  is  the  air  the  angels  breathe.  While  here  we  hope  you  will  be 
as  free  of  care  as  Eve  was  of  laundry  bills. 

Colorado  is  not  heaven,  but  it  is  as  near  to  it  as  you  can  get  on 
this  continent.  We  are  modest  and  do  not  press  our  claims  and 
will  admit  that  heaven  does  surpass  us  in  two  things — it  has  better 
roads  and  more  angels  than  Colorado. 
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I.  Introduction. 

Although  miliary  sclerosis  of  senile  brains  was  reported  by 
Redlich  more  than  twelve  years  ago,  and  Blocq  and  Marinesco 
even  six  years  prior  had  called  attention  to  a  like  condition  in 
two  aged  subjects,  one  of  which  was  an  epileptic,  the  literature 
of  the  structures  discussed  in  this  paper  is  not  extensive.  Within 
the  last  three  years,  however,  so-called  plaques,  now  recognized 
as  identical  with  the  miliary  sclerosis  of  Redlich  and  common 
though  not  constant  findings  in  the  brains  of  persons  dying  at 
an  advanced  age,  have  been  studied  intensively  and  with  illum- 
inating results.  While  many  interesting  details  concerning  mil- 
iary plaques  of  the  brain  have  been  established,  the  last  word, 
perhaps,  has  not  been  said.  As  to  the  origin  and  nature  of  these 
miliary  plaques  opinions  differ,  some  even  taking  on  the  char- 
acter of  polemics. 

Psychoses  occurring  in  the  period  of  senium  have  received  less 
attention  from  the  clinicians  and  anatomists,  consequently,  are 
less  understood  than  some  other  psychoses  with  equally  unfavor- 
able prognosis — as  an  example,  general  paresis.  Largely  for  the 
reason  of  a  commonly  expected  fatal  outcome  in  a  mental  disease 
affecting  persons  already  near  the  end  of  the  allotted  span  of 
life,  senile  cases  have  been  given  comparatively  little  study.  It 
has  been  the  object  of  this  paper  to  add  to  already  existing  clinical 
and  anatomical  data,  data  of  such  character  which  when  suffi- 
ciently accumulated  and  properly  correlated  may  serve  to  explain 
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many  obscure  clinical  states  and  aid  in  establishing  a  more  definite 
histopathology  for  the  types  of  involution  psychoses.  To  this 
end  material  from  33  elderly  subjects  dying  insane  has  been 
employed  for  study.  By  way  of  comparison  brain  tissue  from  6 
elderly  persons  dying  without  psychosis  and  sections  from  the 
brain  and  spinal  cord  obtained  from  50  younger  subjects  dying 
of  various  mental  diseases  have  been  added.  The  material  from 
elderly  persons  dying  without  psychosis  was  kindly  furnished 
by  Dr.  F.  B.  Mallory  from  the  autopsies  of  Boston  City  Hospital 
for  the  years  1909  and  1910.  The  remaining  subjects  came  to 
autopsy  at  Westborough  State  Hospital;  the  33  elderly  persons, 
with  the  exception  of  2  cases  in  which  plaques  were  demonstrated 
in  sections  prepared  5  years  ago,  during  1909,  19 10  and  the  first 
3  months  of  191 1,  while  the  50  younger  subjects  are  from  au- 
topsies of  the  past  6  years. 

II.  Nature  and  Origin  of  Plaques. 

The  special  contributions  as  well  as  incidental  notes  on  miliary 
plaques  to  be  found  in  the  literature  of  the  histopathology  of  the 
brain  have  been  reviewed  recently  by  Perusini*  and  also  by 
Huebner.*  More  recently,  and  since  the  completion  of  the  ex- 
aminations here  reported,  the  paper  by  Barrett*  concerning  de- 
generation of  intracellular  neurofibrils  associated  with  miliary 
gliosis,  the  monograph  by  Simchowicz*  on  the  histopathology  of 
senile  dementia  and  Alzheimer's  *  report  of  a  new  case  of  senium 
praecox  have  appeared.  In  these  three  last-mentioned  papers 
plaque  literature  is  cited  in  full.  The  references  which  follow, 
therefore,  will  not  be  inclusive,  but  will  be  confined  to  the  prin- 
cipal contributions  and  the  views  set  forth  to  explain  the  origin, 
nature  and  clinical  significance  of  the  plaques — those  peculiar  mil- 
iary areas  frequently  found  in  the  brains  of  persons  dying  at  an 
advanced  age  and  with  which  psychosis  may  or  may  not  have  been 
associated. 

Historical. — The  observations  of  Redlich  *  ( 1898)  with  regard 
to  miliary  plaques  of  the  brain  concerned  2  cases  of  senile  cerebral 
atrophy — general  and  focal  atrophies — associated  clinically  with 
memory  defect,  mental  confusion,  amnesic  aphasia  and  asymbolic 
apraxia.  Similar  findings,  however,  in  the  brain  of  an  aged 
epileptic  and  the  case  of  an  elderly  subject  who  had  shown  clinic- 
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ally  dementia,  aphasia,  asymboly  and  epileptiform  attacks,  were 
reported  earlier  by  Blocq  and  Marinesco^  (1892).  Redlich  de- 
scribed the  miliary  plaques  as  consisting  of  numerous  fine  glia 
fibers  and  moderately  large  glia  cells  exhibiting  a  slight  alteration 
in  shape  and  some  pigmentation,  many  of  the  plaques  presenting 
regressive  changes.  The  regressive  changes  were  shown  in  a 
loss  of  sharpness  in  the  contour  of  the  proliferated  fibers  and 
occasionally  in  a  homogeneous  or  granular  appearance  of  the 
entire  plaque.  These  miliary  areas,  generally  circular  in  outline 
and  varying  in  diameter  from  that  of  a  ganglion  cell  to  a  diameter 
4  to  6  times  as  great  as  such  a  cell,  were  interpreted  as  the  result 
of  focal  compensatory  glia  proliferation  supervening  the  destruc- 
tion of  ganglion  cells.  The  reason  which  Redlich  gave  for  this 
view  was  the  preponderance  of  plaques  in  cortical  laminae  where, 
pari  passu,  ganglion  cells  were  the  most  degenerated.  In  Red- 
lich's  cases  the  layers  of  small  and  medium-size  pyramidal  cells 
offered  the  maximum  of  ganglion  cell  degeneration  and  plaque 
formation.  It  was  admitted,  however,  that  the  proliferative 
changes  comprised  in  each  of  the  miliary  foci  were  in  excess  of 
the  reactive  gliosis  which  usually  follows  the  destruction  of  a 
ganglion  cell.  As  to  the  origin  of  plaques,  Cramer,'  in  his  dis- 
cussion of  the  pathological  anatomy  of  the  psychoses  (1904) 
comes  to  a  conclusion  similar  to  Redlich's. 

Miliary  plaques  in  the  brains  of  senile  dements  were  also  de- 
scribed by  Alzheimer*  (1904).  In  this  early  observation,  the 
plaques  to  which  Alzheimer  called  attention  were  composed  of 
a  felt-work  of  fine  glia  fibers  surrounding  corpora  amylacea,  or 
other  bodies  the  nature  of  which  was  not  clear,  and  were  con- 
sidered as  identical  with  the  miliare  Sklerose  of  Redlich.  Later 
(1906),  at  a  meeting  of  the  sildwest  deutscher  Irrendrzte,  Alz- 
heimer*" made  a  preliminary  report  of  a  case  in  which  he  had 
found  rather  peculiar  and  hitherto  undescribed  alterations  of  the 
intracellular  neurofibrils  of  cerebral  ganglion  cells.  Associated 
with  the  peculiar  neurofibril  changes  were  miliary  plaques  of  the 
cerebral  cortex.  In  explanation  of  the  plaques  the  position  was 
taken  that  their  presence  was  due  to  deposition  in  the  brain  tissue 
of  chemical  substances  resulting  from  pathological  metabolism  of 
nervous  elements.  Various  chemical  substances,  which  he  desig- 
nated collectively  as  Aufbau  Produkte,  could  be  demonstrated  in 
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the  plaques  by  staining  sections  with  certain  dyes  after  the  em- 
ployment of  suitable  fixatives. 

About  the  same  time  (1906),  Mijake"  reported  finding  plaques 
in  the  brains  of  2  senile  dements.  The  glial  nature  of  the  plaques 
was  emphasized,  for  they  were  described  as  glia  Rosette. 

Leri"  in  his  treatise  on  the  senile  brain  (1906),  devotes  a 
chapter  to  the  particular  structures  under  discussion,  there  desig- 
nated as  sclerose  nevroglique  miliare.  Two  illustrations  are  given 
of  the  appearance  of  the  plaques  in  the  cerebral  cortex  of  a  person 
dying  at  the  age  of  58,  having  previously  suffered  epilepsy,  a 
rather  pronounced  dementia  and  marked  aphasic  disturbances. 
Leri  explained  the  epileptic  attacks  in  this  case  as  resulting  from 
the  irritation  produced  by  the  sclerotic  miliary  plaques. 

Herxheimer  and  Gierlich"  in  their  neurofibril  studies  (1907) 
reproduce  photographically  the  plaques  demonstrated  in  a  section 
prepared  after  the  silver  impregnation  method  of  Bielschowsky. 
These  observers  look  upon  the  plaques  not  only  as  characteristic 
of  the  senile  cortex,  but  also  as  resulting  from  greatly  altered 
cells — swellings  and  subsequent  disintegration. 

Fischer"  (1907)  employing  Bielschowsky's  neurofibril  method 
in  a  series  of  observations  on  the  cortex  of  senile  dementia  and 
other  psychoses  could  find  the  characteristic  plaques  in  senile  de- 
mentia only.  Indeed,  even  in  this  group  of  the  psychoses,  plaques 
were  confined  to  cases  of  presbyophrenia.  The  pathological  process 
which  led  to  the  formation  of  plaques  Fischer  attributed  to  a 
"  drusy  necrosis  "  and  he  was  convinced  that  their  presence  in  a 
given  brain  was  of  sufficient  diagnostic  importance  to  diflFerentiate 
presbyophrenia  from  "  simple  senile  dementia  "  and  the  non-senile 
psychoses.  Later  (1908),  after  having  studied  37  cases  of  senile 
dementia,  50  cases  of  paralytic  dementia  and  23  cases  of  other 
psychoses,  Fischer  "  was  still  unable  to  find  plaques  in  cases  other 
than  presbyophrenia.  In  Fischer's  earlier  communication,  club- 
like proliferation  of  axis  cylinders  surrounding  the  plaques  were 
described  and  these  were  assumed  to  be  the  result  of  the  necrotic 
process  acting  as  an  irritant  upon  the  nervous  elements.  In  the 
later  report  the  opinion  as  to  the  nature  of  the  plaques  (necrotic 
foci  surrounded  by  club-like  proliferations  of  axis  cylinders)  was 
modified  and  a  bacterial  origin  was  argued. 
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If,  as  Fischer  maintained,  the  plaques  are  to  be  found  in  cases 
of  presbyophrenia  only  (he  looks  upon  them  as  the  anatomical 
substratum  of  this  psychosis),  and  if  their  bacterial  origin  be 
true,  there  would  be  good  warrant  for  a  revision  of  our  concep- 
tions of  presbyophrenia.  The  psychosis  would  then  come  natur- 
ally in  the  infective-toxic  group  and  would  possess  a  histopath- 
ology  as  definite  as  that  of  general  paresis.  But  the  plaques  are 
found  in  cases  other  than  presbyophrenia,  as  this  study  and  the 
observations  of  others  show.  G.  Oppenheim"  found  plaques  in 
the  brain  of  an  aged  man  dying  from  gastric  carcinoma  but  who 
had  always  enjoyed  mental  health.  Perusini^  mentions  the  case 
of  a  young  tabetic  (31  years  of  age  without  psychosis)  in  whose 
brain  Alzheimer  found  plaques  morphologically  and  tinctorially 
identical  with  the  miliary  areas  encountered  in  certain  senile 
brains.  In  the  present  series  of  cases  (vide  infra)  a  man  80 
years  of  age  and  without  psychosis  exhibited  plaques  in  abun- 
dance. Moreover,  the  bacterial  origin  of  the  plaques  has  not 
been  substantiated  by  subsequent  observers,  nor  can  the  findings 
in  the  group  of  cases  here  reported  support  the  claim.  More 
recently  Fischer"  has  designated  the  plaques  as  sphcer atrichia 
multiplex  cerebri  and  contends  that  in  the  pictures  furnished  by 
the  Bielschowsky  method  the  fibrillary  components  of  the  plaques 
are  the  most  characteristic  and  important,  while  the  other  cellular 
elements  are  only  secondary  and  the  expression  of  a  reaction  to 
nerve  fibril  proliferation.  For  Wada"  the  plaques  are  nothing 
more  than  circumscript  necroses  of  the  nervous  parenchyma  and 
glia  apparatus. 

Among  the  more  recent  investigators  who  have  studied  the 
plaques,  Bonfiglio"  (1908)  contends  that  these  miliary  areas 
cannot  be  explained  as  the  result  of  focal  alterations  in  axis 
cylinders,  as  Fischer  claims,  nor  as  the  result  of  deposition  in  the 
brain  tissue  of  the  products  of  pathological  metabolism,  which 
some  hold  to  be  the  case ;  but  the  changes  which  give  rise  to  the 
formation  of  plaques  begin  with  degenerative  alterations  in  gan- 
glion cells  and  the  immediately  surrounding  terminal  arboriza- 
tions of  axis  cylinders.  Bonfiglio  sees  in  the  central  nuclear-like 
mass  which  characterizes  the  majority  of  plaques  nothing  but  the 
necrotic  remains  of  a  ganglion  cell.  This  is  a  view  quite  in  har- 
mony with  the  position  originally  taken  by  Redlich. 
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G.  Oppenheim"  (1909)  in  6  cases  of  senile  dementia  with 
symptoms  of  presbyophrenia  could  demonstrate  the  plaques  in 
3  of  the  cases.  Two  out  of  3  cases  of  senile  dementia  with 
multiple  arteriosclerotic  foci  exhibited  a  few  plaques,  while  in 
the  brain  of  an  aged  man  {yj  years  at  death)  dying  of  gastric 
carcinoma  and  without  psychosis  plaques  were  abundant.  Oppen- 
heim  also  described  club-like  swellings  surrounding  the  plaques 
which,  however,  were  shown  by  Weigert's  glia  stain  to  be  glia 
fibers  and  not  axis  cylinders. 

Perusini  ^  ( 1909)  reports  in  detail  4  cases  past  middle  life  which 
offered  clinically  much  the  same  mental  condition  and  anatomic- 
ally presented  plaques  together  with  most  extraordinary  intra- 
cellular degeneration  of  neurofibrils  in  cerebral  ganglion  cells. 
Preliminary  reports  had  been  made  on  2  of  Perusini's  cases,  one 
by  Alzheimer  "  {vide  supra)  and  the  other  by  Bonfiglio."  Peru- 
sini's cases  were  characterized  by  a  slow  but  steadily  progressive 
mental  enfeeblement,  disturbances  of  orientation,  difficulty  in 
naming  objects,  intellectual  deficit — amounting  in  some  of  the 
cases  to  complete  mental  blindness — ^and  disturbances  of  the 
projection  system.  Employing  Alzheimer's  original  description, 
the  peculiar  neurofibril  changes  were  thus  reported :  "  In  an 
otherwise  apparently  normal  cell  one  or  more  fibrils,  on  account 
of  increased  thickness,  or  intense  staining,  stand  out  prominently. 
Following  this  initial  change  many  of  the  neighboring  fibrils  of 
the  same  cell  undergo  a  like  change  and  are  then  welded  together 
to  form  a  thicker  and  more  darkly  stained  bundle  which  grad- 
ually comes  to  the  surface  of  the  cell.  Finally,  the  nucleus  and 
interfibrillary  protoplasmic  substance  of  the  cell  disappear  com- 
pletely and  all  that  remains  of  the  cell  is  a  darkly  stained  snarl 
of  neurofibrils."  The  plaques  were  described  as  consisting  of  a 
central  darkly-staining  homogeneous  mass  and  two  concentric 
rings.  In  the  inner  ring  substances  of  variable  chemical  com- 
position are  deposited,  the  exact  character  of  which  is  difficult  to 
determine,  while  the  outer  ring  is  glial  in  nature. 

Although  admitting  that  there  is  much  unknown  and  many 
points  not  clear  as  to  the  clinical  significance  of  these  structures, 
Perusini  offers  good  reasons  for  considering  the  miliary  plaques 
as  resulting  from  degeneration  or  disintegration  of  nervous  ele- 
ments.   Following  the  destruction  of  nervous  elements  there  is  a 
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thickening  of  the  glia  reticulum,  in  the  meshes  of  which  the 
products  of  pathological  metabolism  are  deposited  and  undergo 
further  chemical  elaboration.  The  surrounding  glia  elements 
react  to  the  deposit  in  much  the  same  way  as  to  a  foreign  body 
by  an  active  fiber  proliferation  seeking  to  encapsulate  the  focus. 

Huebner*  (1909)  reports  2  cases  over  60  years  of  age,  not 
insane,  16  cases  with  clinical  histories  of  senile  dementia,  senile 
confusion,  senile  persecutory  delusions,  late  epilepsy,  multiple 
focal  softenings  and  aphasia  diagnosed  on  the  basis  of  anatomical 
findings.  Besides,  14  cases  comprising  tuberculous  meningitis, 
purulent  meningitis,  brain  tumor,  multiple  sclerosis,  mania,  gen- 
eral paresis,  dementia  prsecox,  Huntington's  chorea  and  cerebral 
arteriosclerosis  were  examined.  Huebner  did  not  find  plaques  in 
the  2  cases  without  psychosis,  but  found  them  in  the  case  of  a 
manic-depressive  79  years  of  age  who,  however,  had  shown  no 
considerable  dementia  during  life.  Plaques  were  also  found  in 
the  case  of  an  alcoholic  dement  66  years  of  age  and  in  the  neigh- 
borhood of  a  recent  haemorrhage  into  the  optic  thalmus  of  an 
elderly  man — a  senile  dement  66  years  of  age  with  clinical  symp- 
toms similar  to  those  of  general  paresis.  In  the  special  group 
of  14  cases  no  plaques  were  found.  Huebner  sought  to  establish 
whether  or  not  the  presence  of  plaques  in  a  given  series  of  brains 
had  any  worth  as  a  differential  diagnostic  factor  for  presbyo- 
phrenia and  also  to  determine  their  medico-legal  importance.  The 
conclusions  of  this  observer  are  as  follows:  the  presence  of  mil- 
iary plaques  in  the  brain  is  not  characteristic  for  any  special 
psychosis;  that  the  subject  had  at  least  reached  the  5th  decade 
is  the  most  that  could  be  medico-legally  advocated. 

Bickel"  (1910)  reports  3  cases — recent  apoplexy  in  a  subject 
65  years  of  age,  a  focal  lesion  of  5  months  duration  as  the  result 
of  apoplexy  in  a  subject  70  years  of  age  and  the  case  of  a  young 
girl  18  years  of  age  with  solitary  tubercle  of  the  pons — differen- 
tiating two  varieties  of  plaques.  One  of  these  varieties  is  com- 
posed of  dark  and  yellow  granules  (blood  pigments)  which  have 
been  engulfed  by  phagocytic  cells  and  as  the  result  of  grouping 
or  coalesence  of  such  cells  plaques  have  been  formed.  The  other 
variety  of  plaque  described  by  Bickel  is  claimed  to  be  the  direct 
result  of  ganglion  cell  degeneration.  It  is  this  latter  variety 
which  bears  a  closer  resemblance  to  the  plaques  discussed  in  this 
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paper  and  to  which  Bickel  assigns  an  origin  identical  with  that 
advocated  by  Redlich. 

Barrett*  (1911)  describes  the  clinical  course  and  anatomical 
findings  in  8  elderly  subjects  coming  to  autopsy  in  which  plaques 
were  found,  7  of  the  cases  presenting  the  Alzheimer  type  of 
intracellular  neurofibril  degeneration.  Barrett's  cases,  with  one 
exception,  were  "  distinctly  of  the  senile  period  ....  difiFering 
from  the  presbyophrenic  form  of  senile  insanity,  and  pathologic- 
ally from  the  arteriosclerotic  form."  Symptoms  of  organic  brain 
disease  were  prominent.  Barrett  suggests  that  the  peculiar  neuro- 
fibril changes  in  combination  with  plaques  and  certain  focal 
atrophies  found  in  his  cases  offer  "  explanations  of  a  special  clin- 
ical group  of  senile  psychoses." 

Simchowicz*  (1911)  in  the  report  of  a  study  of  108  brains 
from  elderly  persons,  14  of  which  were  from  subjects  dying  with- 
out psychosis,  36  from  subjects  with  psychoses  which  were  not 
of  the  senile  t>'pe,  the  remainder  senile  psychoses,  lays  special 
stress  on  the  presence  of  plaques  as  a  diagnostic  anatomical  feat- 
ure of  senile  dementia,  Simchowicz  is  of  the  opinion  that  those 
cases  which  course  clinically  as  senile  dementia  and  yet  fail  to 
show  plaques  anatomically  probably  belong  to  a  special  group,  or 
to  other  already  differentiated  psychoses.  Sixteen  cases  so  con- 
sidered by  Simchowicz  are  not  convincing;  the  majority,  judging 
from  the  histories  which  he  cites,  could  scarcely  be  considered 
from  the  clinical  histories  as  "  senile  dementia  without  a  doubt " 
(to  use  a  not  uncommon  phrase)  and  from  the  anatomical  find- 
ings many  would  be  ruled  out  instanter.  Regarding  the  plaques 
this  observer  concludes:  With  certain  exceptions,  plaques  occur 
in  the  brains  of  the  aged  only.  Although  appearing  sparsely  in 
the  brains  of  elderly  subjects  without  psychoses,  plaques  may  be 
found  with  fair  regularity  from  the  Both  to  the  90th  year  onward. 
Certain  psychic  and  somatic  diseases  may  hasten  the  appearance 
of  plaques.  Only  in  senile  dementia  are  plaques  found  in  great 
abundance. 

For  Simchowicz  the  difference  between  normal  senium  and 
senile  dementia  is  but  a  difference  in  degree  and  he  sees  in  the 
plaques  to  be  found  in  the  brains  of  elderly  persons  dying  without 
psychosis,  together  with  other  interesting  histological  data  which 
are  ably  reported  in  his  paper,  further  confirmation  of  this  view. 
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Alzheimer'  (1911)  reports  an  additional  case  of  the  type  which 
he  first  described  and  of  the  same  character  as  the  group  of  cases 
reported  by  Perusini.  The  case  is  an  example  of  "  Alzheimer's 
disease  "  described  in  the  8th  edition  of  Kraepelin's  Clinical  Psy- 
chiatry. The  peculiar  type  of  intracellular  neurofibril  degenera- 
tion, however,  was  not  present.  The  general  character  of  the 
plaques,  ganglion  cell  and  glia  alteration  are  essentially  such  as 
characterize  typical  senile  dementia.  The  inference  to  be  drawn 
from  cases  of  this  character  is :  there  exists  a  clinical  state  which 
may  be  designated  as  precocious  senile  dementia.  Convincing 
illustrations  are  given  of  the  histological  composition  of  the 
plaques  which  relieve  these  structures  of  much  of  their  former 
mystery.  In  this  case  plaques  were  found  not  only  on  the  cere- 
brum, but  in  the  cerebellum,  medulla  and  cord  as  well. 

III.  Material  Employed  and  Scope  of  the  Present  Study. 

The  brains  of  33  elderly  persons  dying  with  psychoses  chiefly 
of  the  senile  type,  small  portions  of  brains  from  6  elderly  persons 
dying  without  psychosis  and  50  younger  subjects  comprising  a 
variety  of  mental  diseases  furnished  the  material  for  this  paper. 
So  far  as  warranted  from  the  available  material,  an  attempt  has 
been  made  to  determine  the  frequency  of  miliary  plaques  in  brains 
of  the  aged,  the  clinical  significance  and  the  finer  structure  of 
these  characteristic  bodies.  Further,  there  has  been  an  effort  to  es- 
tablish the  fundamental  histological  differences,  if  any  such  exist, 
between  plaque  cases  and  other  cases  of  the  same  general  clinical 
and  gross  anatomical  grouping  in  which  no  plaques  were  found. 

The  deductions  noted  at  the  end  of  this  paper  have  been  drawn 
chiefly  from  the  study  of  the  33  elderly  subjects  dying  insane. 
Material  from  elderly  subjects  without  psychosis  was  limited ; 
nevertheless,  examination  of  the  brain  tissue  at  hand  and  a  re- 
view of  reported  cases  were  essayed  with  the  purpose  of  deter- 
mining the  extent  to  which  the  miliary  plaques  here  considered 
are  an  accompaniment  of  old  age — regardless  of  the  existence 
or  non-existence  of  psychosis.  The  study  of  material  from  elderly 
subjects,  however,  has  been  supplemented  by  a  re-examination 
of  a  number  of  neurofibril  slides  on  file  at  the  pathological  labora- 
tory of  Westborough  State  Hospital,  undertaken  with  the  hope 
of  obtaining  additional  data  to  aid  in  a  satisfactory  solution  of 
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the  matters  in  question.  The  supplementary  material — 50  younger 
subjects  noted  above — includes  cases  of  general  paresis,  formeriy 
so-called  involution  melancholia,  manic-depressive  insanity,  de- 
mentia praecox,  luetic  meningoencephalitis,  tuberculous  menin- 
gitis, purulent  meningitis  (streptococcus  infection),  brain  tumor, 
chronic  alcoholism,  microcephalic  idiocy,  epileptic  insanity  and 
psychosis  associated  with  diffuse  degenerations  of  the  spinal  cord 
(Putnam  type).  Finally,  there  has  been  added  a  consideration 
of  the  nature  of  senile  dementia,  such  as  may  be  deduced  from 
the  general  histopathological  picture  of  the  brains  of  persons 
dying  from  this  form  of  mental  disease,  and  a  comparison  of  the 
histological  lesions  of  the  plaque  and  non-plaque  material  from 
elderly  subjects  with  reference  to  their  place  in  the  general  his- 
tological scheme  of  senile  dementia. 

All  of  the  33  cases  of  elderly  persons  dying  insane,  with  3 
exceptions,  56,  59,  60  years  of  age  respectively,  were  well  within 
the  period  of  senium.  From  the  clinical  data  obtainable  and  in  a 
certain  sense  from  the  anatomical  findings  as  well,  these  cases 
fall  readily  into  3  chief  groups:  (a)  senile  dementia,  including 
"  simple  senile  dementia  "  and  presbyophrenia,  (b)  arteriosclero- 
tic dementia,  with  or  without  gross  focal  lesions,  and  (c)  a  group 
in  which  it  is  difficult  to  appraise  clinical  symptoms  and  anatom- 
ical findings.  In  some  of  the  cases  of  the  last  group  there  is  little 
doubt  as  to  the  presence  of  clinical  and  anatomical  signs  of  senile 
involution,  but  whether  or  not  these  have  been  superimposed  on 
changes  which  had  their  origin  at  a  much  earlier  period  during 
the  life  of  the  subjects,  the  writer  is  unable  to  determine. 

The  incidence  of  age  is  shown  in  the  following  table : 

Table  I. 
Decade.  No.  of  Cases. 

6th 3 

7th II 

8th 10 

9th _9 

Total   cases    33 

IV.  Analysis  of  Gross  Anatomical  Findings  with 
Reference  to  Plaques. 

The  material  was  first  arranged  in  two  groups,  (a)  atrophic 
brains,  (b)  normal-weight  brains,  and  studied  with  reference  to 


I20  A   STUDY   OF   MILIARY   PLAQUES. 

the  frequency  with  which  atrophy  and  plaques  were  associated 
and  the  possible  etiological  relationship  of  brain  wasting  to  the 
formation  of  plaques.  The  miliary  plaques  with  which  we  are 
concerned  were  first  reported  in  connection  with  cases  of  senile 
cerebral  atrophy  {znde  supra  Redlich  and  Blocq  and  Marinesco)  ; 
it  seemed  well,  therefore,  to  establish  for  this  series  the  extent  to 
which  the  presence  of  plaques  was  dependent  upon,  or  only 
coincident  with  brain  wasting. 

Atrophic  Brains. — Twenty-six  cases  in  the  series,  15  men  and 
II  women,  presented  atrophic  brains.  Eleven  of  the  atrophic 
brains,  6  from  males  and  5  from  females,  exhibited  plaques.  But 
the  2  most  atrophic  brains  in  the  entire  series,  8i2i.i  and  900.1 
grams  respectively,  both  from  women,  failed  to  show  the  char- 
acteristic miliary  structures. 

Normal-weight  Brains. — Assuming  1358  grams  as  the  normal 
average  brain  weight  for  men  and  1235  as  the  normal  average 
weight  for  women,  7  subjects,  furnished  brains  well  within  the 
range  of  normal  weights.  It  is  well  to  note,  however,  that  of  the 
7  normal-weight  brains  4  exhibited  focal  atrophies,  2  of  these  in 
addition  presenting  multiple  focal  softenings  and  lacunae.  The 
remaining  3  cases  of  the  group  were  without  macroscopic  evi- 
dence of  atrophy.  Five  of  the  seven  normal-weight  brains,  4 
men  and  i  woman,  yielded  plaques  in  abundance.  Of  the  4 
normal-weight  brains  with  focal  atrophies,  3  contained  plaques. 

While  the  conditions  which  make  for  atrophy  may  also  be 
directly  or  indirectly  responsible  for  plaques,  it  is  obvious  from 
this  analysis  that  plaques  cannot  be  predicated  from  atrophy  alone. 
Forty-two  and  three-tenths  per  cent  of  the  atrophic  brains  in  the 
series  and  57  per  cent  of  the  normal-weight  brains  exhibited 
plaques.  A  predisposition  in  favor  of  normal-weight  brains,  how- 
ever, must  not  be  assumed,  for  the  reason  that  the  cases  are  too 
few  from  which  to  draw  such  conclusions;  furthermore,  as  will 
be  shown  later,  plaques  are  probably  dependent  upon  quite  dif- 
ferent factors. 

A  second  grouping  of  the  material  was  effected  with  the  view 
of  ascertaining  the  possible  influence  of  coarse  brain  lesions  in  the 
production  of  plaques,  lesions  such  as  haemorrhages  into  the  brain 
substance  and  meninges,  gross  focal  softenings,  lacunae,  etc., 
resulting  from  arteriosclerotic  cerebral  vessels. 
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It  has  been  shown  that  more  than  half  of  the  brains  which  were 
well  within  the  range  of  normal-weight  presented  focal  lesions — 
atrophies,  softenings  and  other  evidence  of  cerebral  arteriosclero- 
sis. It  has  also  been  shown  that  atrophic  as  well  as  normal- 
weight  brains  may  exhibit  plaques.  On  the  other  hand,  many 
brains  in  which,  judging  from  gross  anatomical  findings  and 
the  clinical  course  as  well,  one  might  reasonably  expect  to  find 
plaques,  proved  disappointing,  while  frequently  some  of  the  least 
suspected  subjects  were  the  most  fruitful  in  their  yield  of  the 
characteristic  structures.  Thus  an  attempt  to  establish,  as  it 
were,  a  type  of  brain  at  the  autopsy  table  which  would  show 
plaques  on  microscopical  examination  has  been  most  baffling.  The 
following  groups  while  not  wholly  satisfactory  give  some  idea 
of  the  general  gross  condition  of  the  brains  in  this  series  of  cases 
in  which  plaques  were  found  on  microscopical  examination : 

(i)  Atrophy,  Arteriosclerosis  Without  Focal  Lesions. — Ten 
brains  constitute  this  group,  5  exhibiting  plaques.  Thus  31.2 
per  cent  of  all  plaque  cases  were  found  in  group  i. 

(2)  Atrophy,  Arteriosclerosis,  Focal  Lesions. — Fifteen  brains 
are  included  in  this  group,  in  6  of  which  plaques  were  found. 
This  group,  then,  furnished  37.5  per  cent  of  the  plaque  cases. 

(3)  Normal-weight  Without  Focal  Lesions,  Arteriosclerosis. — 
Of  the  2  brains  so  grouped,  i  or  6.25  per  cent  of  the  series 
showed  plaques  in  abundance. 

(4)  Normal-weight,  Focal  Lesions,  Arteriosclerosis. — ^This 
group  contained  5  brains,  4  showing  plaques.  The  percentage  of 
all  plaque  cases  coming  from  this  group  was  25. 

5)  Atrophy  Without  Arteriosclerosis. — One  brain  was  so 
classed  which,  however,  is  open  to  question.  An  entire  absence 
of  arteriosclerosis  cannot  be  maintained,  for  the  basilar  artery 
exhibited  macroscopically  a  few  atheromatous  patches  (possibly 
arteritis  syphilitica  of  the  Huebner  type).  The  case  offered  clin- 
ically many  features  common  to  psychosis  of  the  involution  period 
and  yet  the  histological  lesions  must  be  classed  as  a  combination 
of  chronic  meningo-encephalitis  with  cerebral  syphilis  of  the  endo- 
thelial type  (Alzheimer"),  or  the  combined  inflammatory  and 
non-inflammatory  form  of  cerebral  lues  (Nissl").  No  plaques 
found. 
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Summarizing  the  results  of  the  gross  anatomical  grouping  of 
the  material  we  find :  (a)  out  of  a  total  of  33  brains  from  elderly 
persons  dying  insane  16  or  48.48  per  cent  furnished  plaques,  (b) 
Ten  or  62.5  per  cent  of  the  plaque  brains  exhibited  gross  focal 
lesions,  (c)  Fourteen  or  87.5  per  cent  of  plaque  brains  displayed 
macroscopically  atrophy  which  was  either  diffuse  or  focalized  in 
character.  Instances  of  the  combination  of  the  two  forms  of 
atrophy  were  common. 

Clinical  abstracts  and  anatomical  diagnoses  of  the  cases  pre- 
senting plaques  are  given  in  the  succeeding  section. 

V.  The  Plaque  Cases  Among  Elderly  Subjects 
Dying  Insane. 

Clinical  Abstracts  of  Plaque  Cases. 

Case  I. — W.  S.  H.,  No.  8723,  a  retired  farmer,  84  years  of  age,  with  a 
negative  family  history  for  nervous  and  mental  disease,  enjoyed  general 
good  health  until  the  middle  of  his  83d  year.  About  that  time,  mental  and 
pronounced  physical  failure  began  to  be  apparent  and  for  the  18  months 
prior  to  admission  was  steadily  progressive.  Financial  losses  seem  to 
have  played  a  role  in  the  mental  breakdown.  Loss  of  weight,  general 
asthenia,  insomnia  and  memory  defect  were  among  the  first  troublesome 
symptoms.  Memory  became  impaired  so  that  even  the  grossest  events, 
remote  and  recent,  were  recalled  with  difficulty  or  forgotten  entirely.  He 
could  not  recall  the  names  of  old  associates  and  frequently  forgot  the 
names  of  those  in  his  immediate  family.  The  gaps  in  memory  were  often 
filled  in  with  fabrications.  In  the  two  months  preceding  admission  to  hos- 
pital, periods  of  confusion  had  been  noted ;  he  roamed  about  the  house  in 
aimless  manner  and  on  one  occasion  attempted  to  move  the  lighted  cook 
stove  from  one  room  to  another.  Other  equally  senseless  and  dangerous 
acts  were  attempted  in  the  confused  periods.  He  frequently  talked  aloud 
to  himself  and  at  such  times  the  speech  content  was  paraphasic  or  jar- 
gonic.  He  gave  evidence  of  auditory  hallucinations.  There  was  a  loss  of 
bladder  and  rectal  control  which  made  it  more  difficult  to  care  for  him  at 
home. 

On  admission  to  Westborough  State  Hospital,  a  markedly  emaciated  and 
feeble  old  man  barely  able  to  walk,  whose  gait  was  that  of  senile  trepidant 
abasia  presented.  The  heart  sounds  were  feeble  and  irregular,  no  mur- 
murs detected.  Respirations  16  per  minute,  rales  of  all  kinds  heard  over 
the  chest.  The  skin  was  very  dry  and  ashy  in  appearance,  presenting  recent 
bruises  over  shoulder  and  scalp. 

Knee  jerks  absent  (resistance?),  elbow,  wrist,  pectoral  and  abdominal 
reflexes  elicited,  cremasteric  absent.  Left-sided  Babinsky;  no  Oppenheim; 
no  evidence  of  cranial  nerve  palsies  or  other  paralyses.     Examination  for 
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sensory  disturbances  unsatisfactory,  patient  did  not  co-operate,  but  pain 
sense  intact. 

Mentally  the  patient  took  no  notice  of  his  surroundings.  Although  he 
attempted  replies  to  questions  his  answers  were  irrelevant,  incoherent  and 
at  times  paraphasic.  The  emissive  quality  of  speech  was  thick,  low-pitched 
and  attended  with  considerable  motor  difficulty.  There  was  apparent 
mental  confusion  and  quite  a  little  psycho-motor  unrest,  all  of  which  made 
the  examination  quite  unsatisfactory. 

The  day  following  admission,  the  symptoms  of  a  cerebral  haemorrhage 
suddenly  developed :  loss  of  consciousness,  clonic  spasms  of  the  right  side 
of  face  and  right  arm,  followed  by  a  right  hemiplegia.  Consciousness  was 
not  regained.  A  sub-normal  temperature  (94°  F.  rectal)  was  carried  con- 
stantly until  his  death  four  days  later. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  dural  hernise 
(invaginations  of  pia  and  Pacchionian  gn'anulations),  pachymeningitis 
haemorrhagica  interna,  chronic  leptomeningitis,  atrophy  of  cerebral  gyri, 
advanced  cerebral  arteriosclerosis,  g^ranular  ependymitis ;  cardiac  displace- 
ment (heart  placed  at  right  angle  to  long  axis  of  body),  abnormally  long 
ascending  aorta  (9  cm.),  chronic  endocarditis;  chronic  pleuritis;  con- 
gestion and  interstitial  hepatitis;  chronic  perisplenitis  and  interstitial 
splenitis,  chronic  interstitial  pancreatitis;  gastritis;  chronic  interstitial 
nephritis;  cystitis,  enlarged  prostate. 

Case  II. — W.  S.  H.,  No.  6753,  a  man  70  years  of  age  suffered  an  attack 
of  influenza  two  years  ago  up  to  which  time  he  had  always  enjoyed  good 
health.  Syphilitic  infection  was  denied.  He  had  never  used  alcohol,  had 
been  successful  in  life  as  a  jeweler  and  was  considered  above  the  average 
mentally.  Following  the  attack  of  influenza  he  never  regained  his  former 
strength;  practically  all  this  period  he  grew  weaker,  slept  poorly  and  lost 
in  weight.  Impairment  of  memory  was  progressive  and  he  was  able  to 
recall  only  the  grossest  events  of  the  remote  past.  He  had  a  tendency  to 
wander  away  from  home  and  could  not  find  his  way  in  previously  familiar 
localities.  There  were  periods  of  considerable  motor  restlessness,  appre- 
hension and  excitement  during  which  he  gave  expression  to  delusions  of  ill 
treatment  on  the  part  of  his  family.  During  periods  of  excitement  he 
jumped  from  a  window,  assaulted  his  wife  and  daughter  with  a  chair,  tore 
bed  clothing  and  was  otherwise  destructive.  The  patient's  father  died  of 
apoplexy,  but  no  other  family  history  of  importance  elicited. 

On  admission,  a  poorly  nourished  old  man  presenting  a  general  appear- 
ance of  feebleness.  There  was  a  systolic  murmur;  respirations  shallow, 
slight  dullness  in  both  apices.  The  skin  was  dry.  Arcus  senilis,  peripheral 
arteriosclerosis  and  general  tremor  were  present. 

Neurological  Examination. — Knee-jerks  slightly  increased;  abdominal, 
cremasteric,  elbow  and  wrist  reflexes  elicited.  Slight  swaying  to  Romberg. 
No  paralyses  of  cranial  nerves  or  other  paralyses.  No  cutaneous  sensory 
disturbances  detected.  Pupils  react  sluggishly  to  light  and  accommoda- 
tion. 
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Mentally  the  patient  was  without  grasp  on  his  surroundings ;  he  was  dis- 
oriented for  time  and  place,  and  showed  a  marked  impairment  of  memory. 
He  talked  freely,  but  was  rather  prolix  and  thought  his  relatives  had  sent 
him  to  prison.  He  cried  easily  without  any  apparent  adequate  cause  and 
exhibited  a  mild  depression.  No  evidence  of  aphasic  disturbances.  No 
hallucinations  determined. 

The  day  following  admission  there  was  considerable  motor  restlessness 
and  crying,  a  condition  which  persisted  for  three  weeks  when  he  developed 
a  temperature  of  103°  F.  (rectal).  Restlessness  increased  and  visual  and 
auditory  hallucinations  developed.  He  became  unconscious  during  the 
first  day  of  the  increaseid  temperature  and  remained  so  for  five  days. 
Death. 

Anatomical  Diagnosis. — Chronic  external  pachymeningitis,  atrophy  of 
pia,  hydrocephalus  ex  vacuo,  focal  atrophy  of  cerebral  gyri,  advanced  cere- 
bral arteriosclerosis,  multiple  focal  softenings  and  lacunae  in  corona  radiata 
and  basal  ganglia;  chronic  interstitial  hepatitis;  chronic  interstitial  splen- 
itis; chronic  interstitial  nephritis;  acute  enteritis. 

Case  HI. — W.  S.  H.,  No.  8600,  a  man  72  years  of  age,  concerning  whom 
his  immediate  relatives  could  give  no  information  as  to  his  previous  his- 
tory since  youth,  except  to  state  that  for  many  years  he  had  complained 
in  letters  sent  home,  of  kidney  disease  and  rupture.  The  patient  was  of 
a  roving  disposition,  going  from  one  place  to  another  all  over  the  country, 
remaining  nowhere  any  length  of  time.  Two  paternal  cousins  are  patients 
at  this  hospital. 

In  the  latter  part  of  July,  1909,  the  patient  suffered  an  attack  of  pto- 
maine poisoning  during  which  he  was  delirious.  He  was  seemingly  mak- 
ing a  good  recovery  when  on  August  4,  about  ten  days  after  the  onset, 
he  suddenly  got  out  of  bed,  left  his  room  and  attempted  to  force  an  en- 
trance into  other  rooms  of  the  house  where  he  was  lodging.  Unsuccess- 
ful in  these  attempts  he  finally  jumped  from  a  window  and  made  his  way 
to  the  street  where  he  created  a  scene  while  being  returned  home.  Im- 
mediately following  this  episode  the  patient  was  committed  to  the  Boston 
State  Hospital  as  an  emergency  case.  On  arrival  at  the  hospital  he  was 
reported  as  presenting  a  weak  and  exhausted  condition.  For  four  days  he 
was  kept  in  bed  and  during  this  period  was  quite  irritable  and  fault-find- 
ing and  made  many  unreasonable  demands.  There  does  not  appear  to 
have  been  any  clouding  of  consciousness.  Six  days  after  admission  to 
Boston  State  Hospital  his  physical  condition  improved  sufficiently  to  war- 
rant his  being  up  and  dressed.  Following  this  he  was  less  fault-finding 
and  on  the  whole  quite  cheerful.  Transferred  to  Westborough  State 
Hospital,  September  22,  1909. 

On  admission,  a  poorly  nourished  old  man  who  looked  his  age.  Moder- 
ate use  of  alcohol  was  admitted,  previous  venereal  diseases  denied.  The 
heart's  action  was  weak  and  irregular  and  there  was  increased  cardiac 
dullness;  no  murmurs  detected.  Pulmonary  sounds  not  pathological.  No 
lesions  of  other  viscera  noted.    The  skin  was  flabby,  parchment-like  and 
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except  for  head  and  eyebrows,  entirely  devoid  of  hair.  Well-defined  arcus 
senilis  and  marked  peripheral  arteriosclerosis  presented. 

Knee,  wrist,  elbow,  pectoral,  abdominal,  cremasteric  and  plantar  reflexes 
elicited.  No  Babinsky,  no  Oppenheim  phenomena.  Co-ordination  tests 
fairly  well  executed,  although  there  was  a  general  tremor  of  the  senile 
type.  The  tongue  deviated  to  the  right  when  protruded  and  there  was 
slight  swaying  to  Romberg.  Pupils  reacted  promptly  to  light  and  accomo- 
dation.   No  sensory  cutaneous  disturbances  detected. 

Mentally  the  patient  was  mildly  exhilarated,  expressed  ideas  of  self- 
importance  and  frequently  assumed  dramatic  attitudes.  He  also  gave  ex- 
pression to  delusions  of  persecution,  repeating  frequently,  "  Wealth  keeps 
me  here."  He  insisted  that  he  was  drugged  by  the  physician  who  attended 
him  before  he  was  sent  to  Boston  State  Hospital  and  in  order  to  avoid  a 
suit  which  he  intended  to  bring  against  the  doctor,  the  latter  had  him 
committed  as  an  insane  person.  He  was  oriented  for  time  and  place. 
Memory  was  defective  especially  for  recent  events.  He  was  rather 
garrulous  and  prolix.  The  above  was  much  his  condition  throughout, 
memory  defect  increased  all  the  while.  April  6,  1910,  seven  months  after 
admission,  he  complained  of  considerable  pain  in  the  cardiac  region  which 
grew  worse  until  death,  nine  days  later. 

Anatomical  Diagnosis. — Pachymeningitis  haemorrhagica  interna,  chronic 
leptomeningitis,  cerebral  arteriosclerosis;  cardiac  dilatation;  emphysema; 
interstitial  hepatitis;  g^astritis,  enteritis;  chronic  interstitial  nephritis. 

Case  IV. — ^W.  S.  H.,  No.  8939,  a  man  66  years  of  age  without  previous 
mental  disease  or  any  other  serious  illness,  enjoyed  good  health  until  the 
age  of  64.  A  moderate  use  of  alcohol  was  admitted,  syphilis  denied. 
During  a  hot  day  two  summers  ago  the  patient  went  fishing.  The  greater 
part  of  the  day  was  spent  on  the  river  fishing  from  a  small  boat.  In  the 
late  afternoon  after  reaching  the  shore  and  while  preparing  to  start  for 
home  he  suddenly  became  very  weak  in  the  legs  so  that  he  could  not  walk 
without  assistance  and  had  to  be  practically  carried  by  two  men.  At  the 
same  time  his  speech  became  affected — for  the  most  part  unintelligible — and 
with  equal  suddenness  his  vision  was  so  impaired  that  it  was  very  doubt- 
ful whether  he  could  see  at  all.  This  attack  was  diagnosed  a  "  sun 
stroke,"  for  which  he  was  accordingly  treated.  His  son  who  was  with 
him  at  the  time  and  furnished  the  information  states  that,  dating  from 
this  episode  he  rapidly  failed  physically,  but  the  mental  failure  was  gradual 
and  only  during  the  last  two  months  had  it  been  pronounced.  Memory, 
which  became  impaired  soon  after  his  illness,  was  so  deficient  that  at  times 
he  was  unable  to  recall  the  names  of  his  immediate  relatives.  There  were 
periods  of  confusion  in  which  he  would  wander  about  aimlessly.  His  gait 
became  so  impaired  that  he  could  not  go  without  stumbling  a  great  deal 
and  falling  frequently.  When  down  the  patient  was  too  weak  to  rise  with- 
out assistance.  He  was  actively  hallucinated  (auditory),  noisy  and  rest- 
less at  night.  For  three  weeks  prior  to  admission  there  was  loss  of  bladder 
and  rectal  control. 
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On  admission,  a  fairly  well  nourished  old  man  who  looked  considerably 
older  than  his  reported  age.  When  assisted  he  was  able  to  walk,  but  un- 
aided stumbled  and  fell  easily.  The  gait  was  spastic.  The  senseless  re- 
sistance which  the  patient  offered  to  everything  rendered  the  examination 
unsatisfactory,  but  an  enlargement  of  the  cardiac  area  was  detected  and 
the  heart's  action  was  weak  and  irregular.  No  pathological  pulmonary 
sounds  were  noted,  or  gross  lesion  of  the  abdominal  viscera.  There  were 
varicose  veins  of  the  lower  extremities.  iMarked  arcus  senilis  and  periph- 
eral arteriosclerosis.  All  tendon  reflexes  active.  The  pupils  were  unequal 
and  reacted  sluggishly  to  light,  accommodation  test  unsatisfactory.  There 
was  a  nystagmus  of  the  left  eyeball.  A  general  tremor  was  present  and 
considerable  motor  unrest. 

Mentally  the  patient  was  disoriented,  for  the  most  part  confused.  Dur- 
ing the  short  intervals  when  he  seemed  fairly  clear  he  mistook  the  hospital 
personnel  for  old  acquaintances.  The  speech  was  drawling  and  frequently 
unintelligible — a  mere  jargon.  Many  of  the  questions  addressed  to  him 
were  apparently  not  comprehended  for  instead  of  replying  he  often  looked 
about  in  a  bewildered  manner.  Stool  and  urine  were  passed  involuntary. 
This  was  his  condition  throughout.  A  week  after  admission  a  lobar  pneu- 
monia developed  from  which  the  patient  died. 

Anatomical  Diagnosis — Chronic  external  pachymeningitis,  chronic  lepto- 
nUeningitis,  cerebral  atrophy,  advanced  cerebral  arteriosclerosis,  no  gross 
focal  lesions  of  brain;  marked  cardiac  hypertrophy  (cors  bovis),  chronic 
endocarditis,  chronic  interstitial  myocarditis,  atheromatous  degeneration  of 
aorta,  coronary  and  peripheral  arteriosclerosis;  pleuritis  pulmonary  con- 
gestion and  oedema;  hepatic  congestion;  moderate  splenomegally,  inter- 
stitial proliferation;  interstitial  pancreatitis;  moderate  interstitial  nephritis. 

Case  V. — W.  S.  H.,  No.  8453,  a  woman  79  years  of  age,  had  suffered 
several  attacks  of  serious  illness  during  her  life:  typhoid  fever  at  the  age 
of  16,  from  her  30th  to  her  40th  year,  chronic  gastritis,  which  gave  much 
trouble,  a  second  attack  of  typhoid  with  "  brain  fever  "  at  50,  and  when  51 
an  attack  of  insanity  which  lasted  for  18  months.  Following  the  attack  of 
insanity  there  was  recovery  with  defect,  for  she  was  never  quite  the  same 
as  before — absent-minded,  disinclined  to  meet  strangers,  feared  going  out 
alone,  easily  excited  and  given  to  talking  to  herself.  Nevertheless,  it  was 
possible  to  care  for  her  at  home  without  any  inconvenience  to  the  peace 
of  the  family.  At  the  age  of  74  memory  defect  began  to  be  apparent  and  as 
this  increased,  the  gaps  in  memory  were  quite  regularly  filled  in  with 
fabrications.  Periods  of  confusion  were  frequent,  contrary  to  her  life-long 
disposition  she  became  very  irritable  and  developed  the  idea  that  she  was 
being  persecuted  and  otherwise  ill-treated  by  her  relatives.  With  advanc- 
ing mental  deterioration  she  frequently  threatened  violence,  was  noisy 
and  restless  at  night,  talked  obscenely,  complained  of  numerous  par- 
asthesias,  lost  control  of  rectal  and  bladder  functions,  gave  evidence  of 
auditory,  visual  and  tactile  hallucinations  and  finally  failed  to  recognize 
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the  members  of  her  household.  No  history  of  alcohol  or  of  venereal  dis- 
ease.   Family  history  negative. 

On  admission  an  extremely  anaemic  and  emaciated,  feeble,  old  woman 
who  was  unable  to  walk  and  presented  a  general  senile  tremor  and  a  tume- 
faction of  the  left  parotid  gland.  The  heart's  action  was  labored  and 
intermittent  and  there  was  a  harsh  friction  sound  at  the  apex.  General 
peripheral  arteriosclerosis.  Blood  examination  revealed  Hb.  14,  red  cells 
1,600,000.  Respiratory  Sounds  were  harsh,  no  rales.  Examination  of  urine 
showed  the  presence  of  hyaline  and  fine  granular  casts.  Paralysis  of 
bladder  (necessary  to  catheterize)  and  rectal  incontinence  existed.  Quite 
a  little  negativism  was  exhibited. 

Both  knee-jerks  were  increased  and  a  questionable  double  Babinsky 
elicited.  Other  reflexes  unsatisfactory.  Left  cornea  opaque,  right  pupil 
reacted  sluggishly  to  light,  patient  did  not  co-operate  for  accomodation 
test.  Cutaneous  pain  sense  intact.  Patient  complained  of  numerous  par- 
aesthesias  of  trunk  and  extremities  (lower).  Hearing  in  right  ear  good,  in 
left  greatly  impaired. 

Mentally  the  patient  exhibited  alternating  periods  of  confusion  with 
periods  of  a  fair  degree  of  clearness.  She  was  completely  disoriented  and 
without  insight.  After  two  hours  in  the  hospital  she  could  not  tell  how 
long  here  or  where  she  came  from.  She  gave  expression  to  delusions  of 
persecution,  believing  she  was  drugged  and  annoyed  constantly  by  enemies. 
Memory  impairment  for  both  remote  and  recent  events  was  marked. 

After  a  month  in  hospital,  during  which  there  were  periods  of  stupor 
and  somnolency  alternating  with  periods  of  excitement,  the  patient  seemed 
a  little  better  mentally  than  when  admitted.  After  two  months  in  hospital 
a  diarrhoea  developed  which  so  weakened  the  patient  that  death  followed 
in  a  few  days  after  its  onset. 

Anatomical  Diagnosis. — Chronic  external  pachymeningitis,  chronic  lepto- 
meningitis, hydrocephalus  ex  vacuo,  atrophy  of  cerebral  gyri,  advanced 
cerebral  arteriosclerosis,  multiple  cerebral  lacunae  and  softenings;  chronic 
endocarditis,  chronic  aortitis,  advanced  atheromatosis  of  aorta,  iliac  vessels 
and  peripheral  arteries,  interstitial  myocarditis;  hjrpostatic  pneumonia, 
chronic  pleuritis ;  chronic  interstitial  hepatitis ;  chronic  interstitial  nephritis. 

Case  VI. — W.  S.  H.,  No.  8892,  a  man  83  years  of  age  sustained  a  Pott's 
fracture  in  a  street  railway  accident  twelve  years  ago,  up  to  which  time 
he  had  suffered  no  serious  illness  or  previous  injury  of  any  moment. 
Since  this  street  car  accident  he  has  steadily  failed,  physically  as  well  as 
mentally.  Ten  years  ago  he  passed  through  an  attack  of  scarlet  fever 
which  left  him  deaf  in  the  left  ear.  It  was  noted  that  his  memory  was 
poor  soon  after  the  accident  and  the  impairment  became  extreme.  During 
the  past  four  years  he  was  a  great  care  to  his  family,  showing  a  tendency 
to  wander  away  from  home  in  an  aimless  and  confused  manner.  For  two 
years  he  had  frequent  short  periods  of  excitement  at  which  times  he 
threatened  violence  and  on  one  occasion  very  nearly  killed  his  aged  wife 
by  choking  her.     He  was  hard  of  hearing  for  some  years  and  the  deaf- 
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ness  increased  perceptibly.  There  were  periods  when  he  was  extremely 
noisy,  other  times  when  he  was  given  to  weeping  a  good  deal  and  occa- 
sions which  his  friends  described  as  "  stupid "  were  frequent.  He  was 
untidy  and  extremely  garrulous,  although  the  speech  was  at  times  very 
indistinct  and  unintelligible  on  account  of  motor  difficulty  with  resulting 
defective  pronunciation  and  also  on  account  of  its  paraphasic  or  jargonic 
character. 

On  admission  an  obese,  somewhat  jaundiced  and  feeble  old  man  who 
looked  his  age.  He  was  unable  to  stand  alone,  but  when  supported  could 
walk,  although  in  a  halting  and  extremely  trepidant  manner.  There  was 
an  enlargement  of  the  area  of  cardiac  dullness,  and  a  systolic  murmur  was 
heard  over  the  whole  of  the  pr£ecordia,  though  best  at  the  apex.  Vesicular 
breathing  and  rales  were  heard  over  both  lungs.  Varicose  veins  of  the 
lower  extremities  and  peripheral  arteriosclerosis  were  present.  Arcus 
senilis.  Sight  was  defective  in  both  eyes  (presbyopia),  impairment  of 
hearing  in  right  ear  and  total  deafness  in  left.  Deep  and  superficial  re- 
flexes elicited,  pupils  reacted  to  light  and  accommodation.  There  was  loss 
of  bladder  and  rectal  control. 

Mental  examination  was  difficult  on  account  of  the  impairment  in  hear- 
ing, but  it  was  ascertained  that  memory  was  defective,  especially  for  recent 
events.  Insight  was  superficial.  There  was  a  degree  of  depression  and 
some  apprehension  when  talking  of  home  and  family,  but  otherwise  a  mild 
euphoria  existed. 

The  patient  was  in  hospital  for  a  period  of  five  and  a  half  months, 
during  all  of  which  time  he  grew  worse.  There  were  periods  of  irrasci- 
bility,  mental  confusion  and  occasionally  fabrications  to  fill  in  memory 
gaps.    Finally  there  was  loss  of  cardiac  compensation  resulting  in  death. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  chronic  hyper- 
trophic leptomeningitis,  internal  and  external  hydrocephalus,  advanced 
cerebral  arteriosclerosis,  atrophy  of  cerebral  gyri ;  chronic  endocarditis, 
chronic  interstitial  myocarditis ;  pleuritis,  emphysema ;  chronic  interstitial 
hepatitis ;  chronic  interstitial  splenitis ;  chronic  interstitial  nephritis ;  cystitis. 

Case  VII. — W.  S.  H.,  No.  8652,  a  man  89  years  of  age.  Very  meagre 
family  and  personal  history  was  obtained  from  the  overseer  of  the  poor. 
Father  of  patient  was  reported  to  have  been  a  hard  drinker,  he  himself  a 
moderate  user  of  alcoholic  stimulants.  About  a  year  prior  to  admission  to 
hospital  delusions  were  evidenced  to  those  who  knew  him.  About  this  time 
it  was  noted  that  his  memory  was  very  defective  for  remote  as  well  as 
recent  events,  and  that  he  frequently  fabricated  experiences.  During  the 
year  he  had  grown  steadily  worse.  He  was  often  noisy  and  restless  at 
night,  extremely  profane  and  obscene  in  his  language,  irritable,  stubborn 
(negativism);  he  feared  that  his  belongings  would  be  stolen;  he  made 
indecent  proposals  to  women  and  exposed  his  person  in  public. 

On  admission,  a  markedly  emaciated  old  man,  unkempt  in  appearance, 
presented  a  skin  eruption  due  to  scabies,  a  general  senile  tremor  and 
senile  trepidant  abasia.  Heart  sounds  accentuated,  rapid,  irregular,  no 
murmurs  detected,  area  of  cardiac  dullness  normal.     Respiratory  sounds 
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were  not  pathological.  No  disturbances  of  reflexes  that  were  of  sig- 
nificance.    Sight  and  hearing  in  fair  preservation. 

Mentally  comprehension  was  good  as  evinced  in  the  speech  reactions. 
Disorientation  for  time  and  place.  Memory  was  defective  for  recent 
events.  The  patient  was  irritated  by  the  questions  of  examiner.  He 
defecates  and  urinates  in  bed. 

During  hospital  residence  there  was  no  improvement  in  his  condition. 
He  was  noisy  and  irritable  when  not  asleep.  The  patient,  however,  slept 
a  great  deal.  Untidiness  persisted.  A  dysentery  developed  soon  after 
admission  and  persisted  to  the  end,  the  patient  dying  on  the  twelfth  day 
after  admission. 

Anatomical  Diagnosis. — External  pachymeningitis  chronica,  leptomen- 
ingitis chronica,  cerebral  atrophy,  advanced  cerebral  arteriosclerosis; 
chronic  endocarditis;  pleuritis,  septic  pneumonitis;  chronic  interstitial 
hepatitis;  chronic  interstitial  splenitis;  gastritis;  chronic  interstitial 
nephritis. 

Case  VIH. — ^W.  S.  H.,  No.  8627,  a  man  60  years  of  age  had  suffered 
no  serious  illness  until  the  present  mental  attack,  which  the  family  be- 
lieved had  its  onset  five  years  ago.  At  that  time  the  announcement  by 
telegram  of  the  sudden  death  of  a  son  from  whom  he  expected  a  visit 
affected  him  greatly.  After  this  event  he  seemed  to  have  lost  interest 
in  things  in  general,  was  hard  to  please  and  kept  to  himself — conduct 
quite  contrary  to  his  former  genial  disposition  and  social  habits.  It  was 
noticed,  too,  that,  dating  from  his  son's  death,  his  speech  utterances  were 
slightly  defective— often  indistinct,  difficulty  in  pronouncing  many  com- 
mon words  and  in  finding  the  proper  word  to  employ.  He  also  com- 
plained of  numbness  in  the  right  arm,  but  the  patient  was  able  to  con- 
tinue at  work  as  a  machinist.  Three  months  before  admission  to  hospital 
he  suffered  a  second  "  slight  shock "  which,  however,  did  not  incapacitate 
him  for  work.  Finally,  four  days  before  admission,  he  returned  home 
rather  late  from  work,  complaining  that  he  could  not  see.  Soon  after 
arriving  home  he  became  unconscious,  associated  with  which  there  was 
considerable  restlessness  and  moaning  as  though  in  pain.  The  day  fol- 
lowing, consciousness  was  regained.  At  this  time  the  patient  had  partial 
insight  into  his  condition,  but  exhibited  a  degree  of  apprehension  which 
perhaps  was  not  excessive  considering  the  gravity  of  his  case.  During 
the  three  days  before  admission  he  was  quite  restless  and  depressed, 
finally  refusing  food  for  fear  of  being  poisoned.  The  father  of  the  patient 
died  from  apoplexy. 

On  admission,  a  fairly  well  developed  man,  extremely  nervous  and  hag- 
gard. He  appeared  considerably  older  than  his  reported  age  and  walked 
with  a  spastic  gait.  Other  than  increased  action  and  accentuation  of  the 
first  sound,  the  heart  offered  nothing  of  special  interest.  There  was, 
however,  general  peripheral  arteriosclerosis.  Lungs  negative;  kidneys, 
chronic  interstitial  nephritis  (urinalysis).  Other  abdominal  viscera  nega- 
tive. 
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The  protruded  tongue  deviated  to  the  left.  The  pupils  reacted  slug- 
gishly to  light  and  accomodation.  Elbow,  wrist,  pectoral  and  abdominal 
reflexes  active.  Knee-jerks  increased,  especially  the  right  and  there  was 
a  right-sided  Babinsky.  Poor  co-ordination  of  upper  extremities,  gait 
spastic,   station  unsteady. 

Good  orientation  for  place  and  persons,  poor  for  time.  Emotionally, 
the  patient  was  unstable,  crying  a  great  deal  without  adequate  cause. 
On  the  whole,  mental  processes  were  slow.  Questions  were  compre- 
hended slowly  and  there  was  a  motor  difficulty  in  getting  out  his  words. 
Following  admission  the  patient  improved  rapidly  and  in  less  than  a 
month  was  permitted  to  leave  the  hospital.  For  a  few  weeks  after  leav- 
ing hospital  he  continued  to  do  well,  then  he  again  grew  irritable  and 
fault-finding,  showed  a  decided  memory  defect  and  failed  physically. 
Four  months  after  leaving  hospital  he  was  readmitted  with  all  symptoms 
noted  at  first  admission  intensified.  Nevertheless,  there  was  considerable 
insight  exhibited  by  patient  and  he  admitted  periods  of  confusion.  Two 
weeks  after  return,  cerebral  insult  occurred.  Consciousness  was  not  re- 
covered, death  four  days  later. 

Anatomical  Diagnosis.  —  Pachymeningitis  haemorrhagica  interna, 
chronic  hypertrophic  leptomeningitis,  advanced  cerebral  arteriosclerosis, 
recent  haemorrhage  into  the  right  optic  thalmus,  soft  brain ;  cardiac  hyper- 
trophy; pulmonary  hypostasis;  hepatic  congestion;  chronic  interstitial 
nephritis,  cystic  degeneration  of  kidneys. 

Case  IX. — W.  S.  H.,  No.  8633,  a  woman  Si  years  of  age  showed  mental 
symptoms  at  the  age  of  78.  She  had  had  most  of  the  children's  diseases, 
including  scarlatina  at  the  age  of  2.  Menopause  at  50  without  special 
mental  symptoms.  Mother  of  patient  was  insane  (senile  dementia).  At 
78  memory  defect  was  noted  and  later  romancing  was  common.  About 
this  time  she  charged  her  husband,  an  old  man,  with  dissolute  living  and 
developed  the  idea  that  neighbors  were  "down  on  her."  These  delusions 
increased  rather  than  diminished,  in  consequence  of  which  she  frequently 
threatened  violence.  Auditory  and  visual  hallucinations  became  so  promi- 
nent that  it  was  necessary  to  commit  her. 

On  admission,  an  old  woman,  well  developed  and  well  preserved  physi- 
cally. She  was,  however,  extremely  resistive  and  would  not  submit  to  a 
physical  examination,  giving  as  a  reason  that  she  has  been  illegally  sent 
to  hospital  and  that  there  was  nothing  the  matter  with  her.  There  was, 
however,  evidence  of  peripheral  arteriosclerosis.  She  admitted  "  voices  " 
and  charged  enemies  as  being  responsible  for  her  presence  here.  She 
was  very  bitter  against  her  husband.  Comprehension  good,  orientation 
defective.  School  knowledge  deficient  and  memory  greatly  impaired, 
especially  for  recent  events. 

The  patient  remained  in  hospital  a  year  and  3  months,  during  which 
period  she  was  for  the  most  part  sullen  and  irascible.  She  continued 
to  show  marked  disturbances  of  memory  and  was  frequently  hallucinated. 
A  week  before  death  she  met  with  an  accident — a  fall   resulting  in  an 
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intracapsular   fracture   of   the    femur.     The    day   before   death,   cerebral 
insult,  followed  by  death  within  24  hours. 

Anatomical  Diagnosis. — External  pachjrmeningitis,  pachymeningitis 
haemorrhagica  interna,  general  cerebral  congestion,  atrophy  of  cerebral 
gyri,  advanced  cerebral  arteriosclerosis,  no  other  gross  focal  lesions  of 
brain;  chronic  endocarditis,  general  peripheral  arteriosclerosis;  pulmonary 
congestion  and  oedema;  fatty  liver;  chronic  interstitial  nephritis;  intra 
capsular  fracture  of  head  of  femur. 

Case  X. — W.  S.  H.,  No.  4865,  a  man  71  years  of  age  who  previous  to 
his  mental  breakdown  had  never  suffered  serious  illness,  began  to  show 
mental  symptoms  at  the  age  of  sixty-six.  These  were  at  first  mild — an 
unaccustomed  garrulity  and  memory  defect  which  gradually  increased  in 
intensity.  Later,  auditory  hallucinations  appeared  and  he  developed  the 
idea  that  his  relatives  wished  to  poison  him.  Added  to  these  there  was 
loss  of  bladder  and  rectal  control. 

On  admission,  a  fairly  well-nourished  old  man  presenting  a  general 
senile  tremor  and  who  walked  in  a  halting  and  extremely  trepidant  man- 
ner. The  heart's  action  was  rather  rapid  and  feeble.  There  was  general 
peripheral  arteriosclerosis.  Lung  examination  revealed  nothing  of  sig- 
nificance. A  urinalysis  showed  the  existence  of  chronic  interstitial  neph- 
ritis. The  pupils  reacted  normally  to  hght  and  accommodation  and  were 
circular  and  equal.  Tendon  reflexes  sluggish.  Cutaneous  pain  sensibility 
diminished. 

Mentally  the  patient  was  dull  and  apparently  indifferent  to  his  sur- 
roundings. He  comprehended  slowly.  Memory  was  defective  for  recent 
events,  good  for  remote  happenings.  He  expressed  delusions  of  poison- 
ing as  noted  above. 

Following  admission  there  was  gradual  improvement  for  a  period  of 
seven  months  when  the  patient  suffered  a  cerebral  insult  Although  the 
shock  did  not  prove  fatal  and  was  without  motor  residua  (limb  paral- 
yses) the  dementia  which  ensued  was  pronounced.  Six  months  before 
death  a  second  insult,  followed  by  aphasic  symptoms  of  a  sensory  type 
which,  while  not  disappearing  wholly,  greatly  improved.  Three  months 
before  death  a  third  insult  with  motor  and  sensory  residua.  Death  three 
months  later,  suddenly,  after  a  hospital  residence  of  four  years. 

Anatomical  Diagnosis. — Chronic  leptomeningitis,  advanced  cerebral 
arteriosclerosis,  cerebral  atrophy,  post-apoplectic  softenings  and  cyst-like 
lacunae  in  cortex  and  basal  ganglia,  destruction  of  Ti,  left,  head  of  caudate 
nucleus  and  greater  portion  of  putamen  on  left  side,  heterotropia  of  lum- 
bar and  thoracic  cord;  cardiac  hypertrophy,  chronic  endocarditis,  chronic 
interstitial  myocarditis;  chronic  interstitial  nephritis. 

Case  XI. — W.  S.  H.,  No.  9252,  a  woman  77  years  of  age,  of  whom  it 
is  said  she  enjoyed  good  health  up  to  two  years  ago.  Her  husband  had  died 
some  years  previous  and  she  had  been  forced  to  work  hard  for  support 
Meanwhile,  her  remaining  relatives,  four  sisters  to  whom  she  had  been 
devoted  also  died  which  was  the  source  of  much  grief  and  she  never 
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seemed  to  quite  reconcile  herself  to  their  death.  At  the  age  of  seventy- 
five  she  was  growing  feeble  physically  and  friends  began  to  note  that  her 
memory  was  defective.  Her  chief  interest  seemed  to  be  in  the  remote 
past,  for  she  talked  chiefly  of  associates  long  since  dead.  For  several 
years  she  had  been  hard  of  hearing.  As  the  memory  defect  progressed 
she  frequently  failed  to  recognize  familiar  faces.  During  the  year  prior 
to  admission  she  was  often  restless  and  confused.  She  also  showed  a 
tendency  to  stray  away  and  she  developed  the  idea  that  she  possessed  a 
sum  of  money  in  a  certain  bank — an  institution  with  which  formerly  she 
carried  an  account.  During  this  period,  speech  disorder  of  a  sensory  type 
developed,  her  restlessness  increased  and  she  became  so  noisy  that  it  was 
no  longer  possible  to  care  for  her  at  the  home  for  the  aged  where  she  had 
been  an  inmate  for  about  two  years. 

On  admission,  a  fairly  well-nourished,  but  rather  feeble,  old  woman, 
who  was  extremely  restless  and  talkative,  exhibited  besides  a  general 
tremor.  Heart,  lungs  and  other  viscera  offered  no  special  pathological 
condition.  Pupillary  reaction  sluggish.  Tendon  reflexes  normal.  Men- 
tally the  patient  seemed  quite  confused.  Although  talkative,  the  speech 
content  was  irrelevant.  When  addressed  she  did  not  answer  questions 
and  it  was  difficult  to  determine  whether  the  failure  to  react  was  due  to 
deafness,  inattention  or  to  a  sensory  aphasia.  A  few  days  later  she 
named  several  objects  correctly.  Usually,  however,  the  speech  content 
was  absolutely  irrelevant. 

She  suffered  two  attacks  of  catarrhal  jaundice  of  a  mild  degree  at  an 
interval  of  a  month  between  recovery  from  first  and  advent  of  second 
attack.    Two  months  after  admission,  death  from  lobar  pneumonia. 

Anatomical  Diagnosis. — Chronic  external  pachsmieningitis,  chronic 
leptomeningitis,  general  cerebral  atrophy,  cerebral  asymmetry  due  to  pro- 
nounced atrophy  of  left  tempero-sphenoidal  lobe,  dilatation  of  posterior 
horn  of  lateral  ventricle;  chronic  endocarditis,  calcareous  degeneration  of 
coronaries,  peripheral  arteriosclerosis;  pleuritis,  lobar  pneumonia;  hepatic 
congestion;  chronic  perisplenitis,  splenic  congestion;  gastritis;  chronic 
interstitial  nephritis. 

Case  XH. — W.  S.  H.,  No.  9364,  a  woman  79  years  of  age,  mother  of 
sixteen  children,  eleven  of  whom  are  living  and  well,  had  enjoyed  good 
health,  except  for  an  attack  of  rheumatic  fever  at  the  age  of  forty,  until 
five  years  ago  when  she  received  an  accident — she  fell  striking  the  head. 
As  a  result  she  was  unconscious  for  some  time  (length  of  time  not 
stated)  and  was  later  delirious.  From  the  immediate  effects  of  the  injury 
she  apparently  recovered,  but  soon  afterwards  her  memory  failed  per- 
ceptibly and  she  grew  steadily  worse.  She  could  not  recall  the  names 
of  life-long  friends,  but  apparently  remembered  their  faces.  She  began 
to  sleep  poorly,  was  usually  restless  and  roamed  about  the  house  at  night 
in  an  aimless  manner.  She  talked  a  great  deal,  but  the  speech  content 
was  rambling  and  often  incoherent.  Contrary  to  her  former  mood  she 
was  very  irrascible,  she  repeatedly  threw  objects  at  members  of  the 
family  and  on  one  occasion  seized  a  knife  with  the  intent  to  assault. 
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On  admission,  a  fairly  well-nourished  old  woman,  quite  restless,  talk- 
ative and  negativistic,  presented  a  right  facial  paralysis  and  arthritis 
deformans  of  both  hands.  On  account  of  the  extreme  restlessness  and 
senseless  resistance,  a  physical  examination  was  unsatisfactory,  but  a 
mitral  murmur,  increased  and  irregular  heart's  action  were  detected. 
Respiratory  sounds  not  pathological.  Arcus  senilis  and  peripheral  ar- 
teriosclerosis. Pupils  reacted  to  light  and  accomodation.  Hearing  was 
greatly  impaired.  Right  knee-jerk  increased  on  right  side.  No  Babinsky 
elicited. 

Mentally  the  patient  appeared  confused.  Although  she  replied  to 
questions,  the  speech  content  was  seldom  relevant  Despite  the  resistance, 
she  was  rather  good-natured,  laughing  at  the  happenings  about  her. 
Later  the  patient  was  restless  and  noisy  and  roamed  about  the  ward, 
frequently  disturbing  other  patients. 

Ten  days  after  admission  very  somnolent,  inequality  of  pupils,  twitch- 
ings  of  extremities  of  the  left  side.  Attacks  of  choking.  Three  weeks 
after  admission,  death. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  congestion  and 
increased  tension  of  dura,  chronic  leptomeningitis,  external  hydrocephalus, 
cerebral  atrophy,  advanced  cerebral  arteriosclerosis,  comparatively  recent 
haemorrhages  in  left  putamen,  anterior  limb  of  right  internal  capsule  and 
in  anterior  portion  of  corona  radiata  on  right  side;  cardiac  hypertrophy; 
chronic  adhesive  pleuritis,  pulmonary  hypostasis;  fatty  liver;  diffuse 
nephritis. 

Case  XIII. — W.  S.  H.,  No.  8032,  a  woman  87  years  of  age,  had,  until  a 
year  or  more  prior  to  admission,  enjoyed  good  health  and  was  a  self- 
reliant  and  ambitious  person.  Nevertheless,  she  was  more  of  less  diffi- 
cult to  "  get  on  with "  because  of  her  inflexible  opinions.  Relatives, 
therefore,  had  kept  little  in  touch  with  her  so  there  is  no  good  account 
of  the  exact  onset  of  the  mental  state.  For  more  than  a  year  she  had 
been  in  poor  health  and  this,  together  with  financial  losses  and  the  recent 
death  of  an  only  daughter  who  had  lived  with  her,  seemed  to  have  been 
potent  factors  as  exciting  cause  for  the  outbreak  of  the  psychosis.  She 
became  extremely  garrulous  and  forgetful  and  showed  a  slight  tendency 
to  romance.  She  claimed  to  be  without  food  in  the  house  when  there 
were  ample  provisions,  and  she  felt  that  she  was  being  ill  treated  by  a 
certain  man,  who,  on  the  contrary,  was  showing  nothing  but  the  greatest 
interest  in  her  welfare. 

On  admission,  a  poorly  nourished  and  feeble  old  woman  exhibited  an 
advanced  state  of  peripheral  arteriosclerosis.  The  heart's  action  was 
rapid  and  accentuated  and  there  was  a  systolic  murmur.  Respiratory 
sounds  were  rather  harsh.  A  urinalysis  revealed  a  few  hyaline  casts 
and  a  small  amount  of  sugar.  Gait  rather  tottering;  station  unsteady. 
She  did  not  co-operate  in  the  neurological  examination  for  the  reason, 
as  she  stated,  that  she  should  not  have  been  sent  here.  Hearing  was 
greatly  impaired;  it  was  necessary  to  shout  at  the  patient  in  order  to  be 
heard.    Arcus  senilis. 
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Mentally  the  patient  comprehended  when  she  could  be  made  to  hear. 
She  was  very  noisy  and  was  indignant  to  find  herself  in  a  hospital  for 
the  insane.  She  said  she  was  deceived  by  those  who  brought  her  here. 
She  was  very  prolix.    No  hallucinations. 

The  day  following,  she  was  quite  exhilarated  and  attempted  to  give  her 
fellow  patients  an  exhibition  of  fancy  dancing.  Following  the  excite- 
ment she  grew  more  reconciled  to  her  stay.  She  remained  in  hospital 
two  years  and  a  half,  exhibiting  frequent  alternations  of  periods  of  com- . 
parative  comfort  and  cheerfulness  and  periods  of  slight  depression  and 
hypochondriasis,  together  with  pains  in  the  gastric  region.  Death  from 
perforating  gastric  ulcer. 

Anatomical  Diagnosis. — External  pachymeningitis  chronica,  chronic 
leptomeningitis,  advanced  cerebral  arteriosclerosis,  atrophy  of  cerebral 
gyri ;  cardiac  hypertrophy,  aortic  stenosis,  chronic  interstitial  myocarditis ; 
pleuritis,  pulmonary  congestion;  acute  perihepatitis,  chronic  interstitial 
hepatitis ;  acute  perisplenitis,  chronic  interstitial  splenitis ;  gastritis,  per- 
forating gastric  ulcer,  acute  fulminating  peritonitis;  chronic  interstitial 
nephritis ;   general  peripheral   arteriosclerosis. 

Case  XIV. — W.  S.  H.,  No.  7103,  a  woman  84  years  of  age,  concerning 
whose  previous  history  little  is  known  except  that  for  four  or  five  years 
prior  to  admission  she  had  been  failing  mentally.  During  the  year  before 
coming  to  hospital  her  memory  was  so  defective  that  she  did  not  recognize 
old  acquaintances,  nor  could  she  recall  the  name  of  a  sister  when  shown 
her  portrait.  She  wandered  aimlessly  about  the  streets,  bought  food 
which  she  allowed  to  spoil  before  attempting  to  use  it  and  in  a  confused 
manner  poured  kerosene  on  the  floor  and  in  the  cook  stove.  She  would 
dress  only  in  her  night  garments  in  which  she  would  leave  the  house  and 
she  allowed  herself  to  become  very  dirty,  going  it  was  claimed  for  more 
than  a  year  without  a  bath. 

On  admission,  a  very  unkempt,  feeble  and  restless  old  woman,  whose 
clothes  were  filthy  and  in  tatters,  presented  every  evidence  of  the  lack  of 
care.  The  heart  offered  no  lesions,  but  there  was  a  general  peripheral 
arteriosclerosis.  Respirations  were  shallow  and  broncho-vesicular  in 
character.  Urinalysis  showed  the  presence  of  hyaline  casts.  The  left 
pupil  reacted  sluggishly  to  light,  the  right  normal.  Both  pupils  reacted 
to  accommodation.  Ejiee-jerks  not  elicited.  Romberg  sign  and  a  slightly 
ataxic  gait  were  present. 

Mentally  the  patient  was  not  oriented.  She  was  excited,  restless,  re- 
sistive and  exhibited  a  marked  impairment  of  memory  for  recent  as  well 
as  remote  events.  It  was  doubtful  whether  or  not  the  patient  compre- 
hended most  of  the  questions  asked  her,  whether  this  apparent  lack  of 
comprehension  was  due  to  impairment  of  hearing  or  to  a  sensory  speech 
disturbance.  She  talked  freely,  but  the  speech  content  was  more  often 
irrelevent  than  not. 

The  patient  was  in  hospital  for  four  years  and  five  months.  At  first 
she  was  more  or  less  persistently  noisy  and  restless,  wandering  about  the 
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ward  in  aimless  manner  and  frequently  disturbing  other  patients  by 
pulling  at  their  beds.  This  condition  lasted  for  Httle  more  than  a  month. 
Later  she  was  quiet  and  tractable,  usually  remaining  seated  wherever 
placed.  She  had  to  be  dressed  and  undressed  and  cared  for  in  every  way. 
Her  speech  content  degenerated  into  a  mere  jargon  and  it  was  quite  clear 
that  comprehension  was  practically  nil. 

Anatomical  Diagnosis. — Increased  thickness  and  density  of  calvarium, 
external  pachymeningitis,  chronic  hypertrophic  leptomeningitis,  external 
and  internal  hydrocephalus,  cerebral  atrophy  particularly  pronounced  of 
tempero-sphenoidal  lobes  and  asjTnmetry  due  to  the  marked  atrophy  of 
left  tempero-sphenoidal,  advanced  cerebral  arteriosclerosis;  pleuritis, 
lobar  pneumonia;  chronic  interstitial  hepatitis;  chronic  interstitial  splen- 
itis; chronic  interstitial  nephritis  with  cystic  degeneration. 

Case  XV. — W.  S.  H.,  No.  9378,  a  man  56  years  of  age  had  shown  a 
memory  defect  for  some  time,  but  was  able  to  continue  at  his  work  as  a 
laborer  on  a  farm  where  he  had  worked  many  years.  About  ten  days 
prior  to  admission  he  suffered  an  attack  of  influenza  with  which  marked 
mental  symptoms  were  associated.  He  was  very  restless  at  night,  roam- 
ing about  the  house,  talking  of  his  work  and  imagining  he  was  doing  it, 
going  through  certain  movements  employed  in  farming.  Finally  he  began 
to  destroy  his  clothing;  he  was  disoriented,  confused,  apparently  forgot 
the  movements  employed  in  dressing  and  feeding  himself  and  lost  control 
of  bladder  and  rectal  functions.  Patient's  mother  died  at  the  age  of 
sixty-one  from  apoplexy. 

On  admission,  a  man  in  fairly  well-nourished  condition  who  looked 
considerably  older  than  his  stated  age  and  presented  in  his  person  the 
appearance  of  neglect.  His  gait  was  wavering  and  unsteady,  but  not 
characteristic  of  anything  more  than  general  weakness.  A  systolic  mur- 
mur, best  heard  at  the  apex,  a  full  regular  pulse  and  peripheral  arterio- 
sclerosis were  present  Respirations  were  shallow  and  save  over  the 
superior  lobe  of  right  lung,  broncho-vesicular  in  character.  The  pupils 
were  slightly  irregular  in  outline,  but  equal,  reacting  sluggishly  to  light. 
No  co-operation  for  accommodation.  Patient  did  not  co-operate  in  tests 
for  hearing  and  for  same  reason  test  for  smell,  taste  and  touch  were 
negative.  There  were  no  paralyses  or  contractures.  Tendon  reflexes 
increased. 

On  the  day  of  admission  he  was  very  somnolent,  and  could  be  aroused 
only  with  difficulty.  He  was  dull  and  apparently  indifferent  to  his  sur- 
roundings. His  speech  reactions  were  slow,  data  frequently  incorrect, 
often  a  logoclonic  repetition  of  the  last  syllable  of  a  word  and  with  in- 
creasing fatigue,  paraphasic.  Some  verbal  amnesia  was  shown.  He  was 
disoriented,  showed  marked  defect  of  memory  and  was  entirely  without 
grasp  on  his  surroundings.  The  following  day  he  was  brighter  mentally 
and  for  a  while  answered  questions  readily  and  in  an  orderly  manner, 
although  he  was  disoriented  and  memory  defect  was  apparent.  He 
fatigued  easily  and  the  emissive  quality  of  speech  became  thick  and  un- 
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intelligible  and  with  it  a  paraphasia  was  associated.  A  week  later  he 
became  very  noisy  and  restless  and  was  confused  most  of  the  time,  re- 
maining so  until  his  death  on  the  twelfth  day  after  admission. 

Anatomical  Diagnosis. — External  pachymeningitis,  hernise  of  Pacchy- 
onian  granulations  through  dura,  chronic  hypertrophic  leptomeningitis, 
atrophy  of  cerebral  gyri,  advanced  cerebral  arteriosclerosis;  chronic  en- 
docardial thickening;  bronchopneumonia;  chronic  perihepatitis;  chronic 
perisplenitis. 

Case  XVI. — W.  S.  H.,  No.  9249,  a  man  67  years  of  age.  When  sixty- 
five  began  to  show  a  loss  of  memory  up  to  which  time  his  general  health 
had  been  good.  He  had  been  temperate  in  his  habits  and  industrious. 
For  two  years  he  was  very  forgetful,  at  times  acting  as  though  confused 
and  was  often  incoherent  in  speech.  During  the  two  months  prior  to 
admission  the  mental  changes  were  more  rapid  in  progress;  he  was  often 
untidy,  noisy  and  restless,  and  had  the  idea  that  he  was  being  pursued 
by  some  one  who  wished  to  harm  him. 

On  admission,  a  fairly  well-developed  old  man  who  appeared  anaemic, 
presented  a  rough,  dry  and  scrawny  appearance  of  the  skin,  a  systolic 
murmur  of  the  heart,  general  peripheral  arteriosclerosis  and  moist,  diffuse 
rales  over  the  lungs.  Pupils  reacted  to  light  and  accommodation;  patient 
did  not  co-operate  in  tests  for  hearing,  taste  and  tactile  sense  integrity. 
The  gait  was  unsteady,  trepidant;  muscular  development  and  tone  good. 
No  paralyses,  no  contractures,  but  a  general  tremor.  Tendon  reflexes 
elicited,  not  pathological. 

Mentally  the  patient  was  disoriented  and  apparently  confused;  at  times 
he  gave  expression  to  fears,  saying  that  he  was  pursued  and  in  conse- 
quence was  somewhat  agitated.  His  speech  content  was  prolix,  often 
incoherent.  The  next  day  he  fabricated  experiences,  was  restless  and 
talked  as  though  replying  to  voices.  He  was  in  hospital  four  months  and 
sixteen  days,  during  which  time  he  was  often  confused,  talkative  and 
untidy.  A  week  before  death  a  small  abscess  formed  on  the  dorsum  of 
the  right  foot  and  about  the  same  time  a  lobar  pneumonia  developed  from 
which  he  died  on  the  seventh  day  after  its  onset. 

Anatomical  Diagnosis. — Moderate  cerebral  atrophy,  moderate  cerebral 
arteriosclerosis;  acute  degeneration  of  myocardium;  lobar  pneumonia; 
hepatic  congestion;  splenic  congestion;  diffuse  nephritis. 

Analysis  of  Clinical  Histories  with  Reference  to  ClassiUcation. 

An  analysis  of  the  histories  of  these  16  cases  with  reference 
to  clinical  classification  and  evaluation  of  the  associated  gross 
and  histopathological  lesions  offers  many  difficulties.  Although 
62.5  per  cent  exhibited  gross  focal  lesions  of  arteriosclerotic 
origin,  these  coarse  brain  lesions  must  be  considered  as  incidental, 
in  so  far  as  direct  relationship  with  plaques  is  concerned.    In  the 
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succeeding  group  of  cases  which  presented  no  plaques  gross  focal 
lesions  of  arteriosclerotic  origin  were  even  more  pronounced. 
The  great  majority  of  the  plaque  cases  on  their  clinical  side  and, 
all  save  one  from  anatomical  considerations,  must  be  classed  with 
the  severe  form  of  senile  dementia.  If  one  takes  the  symptom- 
complex  characteristic  of  presbyophrenia — confabulation,  marked 
impairment  of  memory,  faulty  reproduction,  disturbance  of  judg- 
ment and  mental  confusion — then  three  of  the  cases,  all  other 
things  considered,  may  be  readily  classed  as  presbyophrenia. 
Dupre  and  Charpentier^  have  maintained  that  the  symptom  of 
confabulation  with  the  associated  memory  defect  so  prominent  in 
presbyophrenia  is  to  be  interpreted  as  evidence  of  a  polyneuritis 

"  affecting  particularly   the   lower   extremities an   acute 

polyneuritis  with  Korsakow's  syndrome  later  evolving  into  chron- 
icity."  Nouet,'*  and  Nouet  and  Halberstadt  **  do  not  share  this 
view.  They  call  attention  to  points  of  similarity  as  well  as  to 
points  of  difference  in  the  two  affections,  laying  especial  stress  on 
age,  sex,  facial  expression,  garrulity,  euphoria,  mental  confusion 
and  amnesia.  Disturbance  of  consciousness  and  amnesia,  they 
claim,  are  more  profound  in  presbyophrenia  than  in  polyneuritic 
psychosis.  In  the  cases  considered  as  prebyophrenia  in  this  series, 
alcoholism  can  be  eliminated ;  but  the  possibility  of  a  former 
neuritis,  although  no  history  of  such  was  elicited,  cannot  be  en- 
tirely excluded.  Hammel "  states  that  the  presbyophrenic  symp- 
tom-complex may  appear  as  a  transitory  syndrome  in  the  course 
of  "  simple  senile  dementia,"  a  view  which  the  writer's  experience 
favors.  Cases  II,  VI,  X  and  XII,  on  the  whole,  presented  clin- 
ically symptoms  which  best  comport  with  "  simple  senile  demen- 
tia," although  II  and  X  showed  at  autopsy  multiple  gross  focal 
lesions.  Case  VIII  suffered  repeated  cerebral  insults  during  a 
period  of  5  years,  motor  residua  and  speech  disturbance  resulting. 
There  had  been  transitory  periods  of  confusion  of  which  the 
patient  was  aware,  but  no  considerable  dementia,  and  throughout 
he  possessed  fair  insight  into  his  condition.  He  was  of  an  apo- 
plectic family,  his  father  having  died  from  cerebral  insult.  Ordi- 
narily the  case  would  be  unhesitatingly  classed  as  organic  de- 
mentia of  arteriosclerotic  origin.  And  yet,  if  we  are  to  consider 
plaques  as  evidence  of  senile  dementia,  or  more  properly  speaking 
as  an  index  of  senile  involution,  is  this  an  instance  of  precocious 
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senility?  At  any  rate,  the  case  falls  short  of  a  paradigm  for 
"  Alzheimer's  disease."  More  nearly  the  type  described  by  Alz- 
Jieimer  and  Perusini  is  Case  XV,  a  man  who  for  some  time  pre- 
vious had  shown  mental  symptoms  characterized  chiefly  by  mem- 
ory defect  and  a  steadily  progressive  dementia.  During  an  acute 
exacerbation,  which  supervened  an  attack  of  influenza,  marked 
mental  confusion,  ideational  apraxia  and  speech  disturbance  of  a 
sensory  character  were  present.  At  the  autopsy  the  brain  was 
within  the  range  of  so-called  normal- weight,  but  there  was  atrophy 
of  convolutions  and  gaping  sulci  in  frontal  and  left  temporo- 
sphenoidal  lobes,  thickening  and  opacity  of  the  pia  over  mesial 
surfaces  of  frontal  lobes,  frontal  and  parietal  convexity  and 
superior  surface  of  cerebellum.  The  blood  vessels  were  extremely 
tortuous  and  sclerotic  with  numerous  atheromatous  patches  which 
imparted  a  beaded  effect.  No  gross  lesions  such  as  haemorrhage, 
softening  or  lacunae  were  found  anywhere.  Microscopically  there 
was  no  evidence  of  Lissauer's  paralysis,  ordinary  general  paresis 
or  the  lesions  of  arteriosclerotic  insanity  made  familiar  by  Alz- 
heimer," Binswanger,**  Barrett**  and  others,  but  on  every  hand 
the  general  histological  lesions  such  as  characterize  the  severe 
forms  of  senile  dementia  were  encountered. 

Case  III  perhaps  was  always  an  abnormal  person.  During 
recovery  from  an  attack  of  ptomaine  poisoning  a  psychosis  de- 
veloped. The  ptomaine  poisoning  and  cardio-vascular  disease 
from  which  he  suffered  must  be  considered  as  possible  exciting 
cause  for  the  psychosis,  still  the  mental  symptoms  and  anatomical 
findings  bore  something  of  the  involution  stamp.  The  mental 
symptoms  in  Case  IV  were  of  comparatively  slow  development, 
but  certain  rapidly  developing  sensory  and  motor  symptoms  im- 
mediately supervening  a  supposed  "  sun  stroke,"  and  in  part 
persisting  to  the  end,  were  not  adequately  accounted  for  in  coarse 
focal  lesions.  Cases  IX  and  XIV  presented  clinically  marked 
intellectual  deficit,  confusion  and  symptoms  of  Wernicke's  aphasia 
and  showed  anatomically  pronounced  focalized  atrophy  of  the 
left  tempero-sphenoidal  lobe  in  one  case  and  both  tempero-sphe- 
noidal  lobes  in  the  other,  atrophies  which  were  not  accounted  for 
by  previous  haemorrhage,  tumor  and  the  like.  Both  brains  could 
be  considered  as  examples  of  the  "  partial  cerebral  atrophy  "  to 
which  Pick  ** "  and  Rosenf eld  **  have  called  attention  in  published 
cases. 
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Grouping  the  cases  according  to  the  scheme  outlined  by  Wal- 
lenberg,* who  recognizes  two  chief  groups  of  senile  dementia, — 
the  first  including  cases  with  simple  enfeeblement  of  intellect,  the 
second,  of  which  presbyophrenia  is  a  sub-group,  having  delirium 
and  hallucinations, — all  of  the  cases,  then,  with  exception  of  VIII, 
would  fall  into  the  second  category. 

Since  none  of  the  i6  brains  were  without  evidence  of  arterio- 
sclerosis and  3  were  without  the  macroscopic  signs  of  atrophy, 
the  question  of  the  relationship  of  atrophy  to  arteriosclerosis  and 
the  further  question  of  the  relationship  of  senile  dementia  to  brain 
wasting  arises. 

Age  Incidence. — The  age  incidence  of  the  plaque  cases  by 
decade  is  shown  in  the  following  table : 

Table  II. 
Decade.  No.  of  Cases. 

6th    I 

7th    3 

8th 6 

9th    6 

Total  cases   i6 

VI.  The  Cases  Without  Plaques  Among  Elderly  Subjects 

Dying  Insane. 

Clinical  Abstracts. 

Case  XVII. — W.  S.  H.,  No.  9221,  spinster,  79  years  of  age,  suffered  a 
cerebral  insult  when  sixty-one  with  resulting  left  hemiplegia.  Since 
this  time,  at  intervals  of  about  two  weeks,  there  had  been  periods  of 
unconsciousness  of  from  fifteen  to  thirty  minutes  duration.  During  the  un- 
conscius  periods,  stertorous  breathing  and  muscular  twitchings  were 
present.  At  times  the  attacks  were  more  in  the  nature  of  delirium — 
mental  confusion  and  noisiness  with  considerable  profanity.  She  slept 
little.  Speech  content  was  not  aphasic  in  character,  but  she  was  prolix, 
often  incoherent,  and  expressed  delusions  of  ill-treatment  on  the  part  of 
relatives,  who  in  reality  were  extremely  devoted.  During  this  time  she 
complained  of  the  sun  shining  on  her  constantly,  and  wished  to  be  tucked 
firmly  in  bed  for  fear  of  falling  out.  Ever  since  the  shock,  however, 
there  had  been  a  feeling  of  insecurity  against  falls.  Father  of  patient 
died  of  apoplexy  at  the  age  of  sixty-one;  five  maternal  cousins  were 
insane. 

On  admission,  ancient  left  hemiplegia  with  contractures,  left  facial 
paralysis,   peripherial   arteriosclerosis,    arcus    senilis,    total   blindness,    al- 
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though  patient  insisted  that  she  could  see.  When  objects  were  placed 
before  her  to  name  she  had  to  pass  her  hand  over  them  first  before  she 
could  tell  what  they  were,  but  she  usually  named  them  correctly.  The 
record  of  Dr.  David  W.  Wells,  patient's  former  oculist,  for  October  25, 
1909,  reads:  "Cataract  of  anterior  capsule  in  right  eye,  but  can  read 
medium-sized  type.  Left  eye  examined  under  mydriasis,  lens  clear.  March 
6,  1907.  In  right  eye  vision  still  .3  and  with  left  eye  was  able  to  read  non- 
pareil type.  I  doubt  serious  anatomical  defect  of  left  eye."  She  compre- 
hended well,  but  was  talkative  and  noisy  and  complained  of  abuse  on 
the  part  of  the  hospital  personnel.  The  tenth  day  after  admission,  patient 
was  quiet  and  dull  and  had  a  temperature  of  99.6°  F.  The  next  day  con- 
siderable difficulty  in  swallowing  developed,  the  face  was  flushed,  she 
groaned  frequently  and  was  aroused  with  difficulty.     Death. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  external  chronic 
pachjTneningitis,  internal  pachymeningitis  haemorrhagica  interna  (re- 
cent), chronic  hypertrophic  leptomeningitis,  marked  cerebral  hemiatrophy 
as  result  of  ancient  destructive  lesion  of  right  insula,  portions  of  putamen 
and  globus  palidus,  anterior  half  of  Ti,  the  supramarginal  and  angular 
gyri,  atrophy  of  the  right  tegmentum,  right  half  of  pons,  yellowish  soft- 
ening of  left  occipital  lobe  involving  calcarine  region.  Advanced  cerebral 
arteriosclerosis,  sclerosis  of  left  cross  pyramidal  tract  of  cord;  endo- 
carditis, chronic  interstitial  myocarditis;  pulmonary  congestion,  bronchitis; 
moderate  interstitial  hepatitis;  chronic  interstitial  nephritis. 

Case  XVIII. — W.  S.  H.,  No,  8699,  a  man  67  years  of  age,  book-keeper, 
a  year  previous  to  his  admission  to  hospital  had  what  is  said  to  have  been 
an  apoplexy,  which,  however,  was  without  motor  residua  in  the  way  of 
paralyses — there  was  vomiting  of  a  cerebral  type,  dizziness,  double 
vision,  unsteadiness  on  his  feet  and  a  somewhat  staggering  gait.  Diplopia 
persisted  for  several  weeks ;  the  staggering  gait  did  not  improve.  He  lost 
his  former  interest  in  things  and  would  talk  but  little  on  subjects 
which  did  not  pertain  to  his  condition.  For  a  few  months  immediately 
preceding  admission  to  hospital  he  became  suspicious  of  persons  who 
came  to  visit  him,  frequently  asking  callers  if  they  thought  he  was  im- 
proving and  any  failure  to  reply  promptly  in  the  affirmative  would  be 
interpreted  as  a  desire  on  the  part  of  the  visitors  to  find  out  all  they  could 
about  his  affairs.  He  would  stop  acquaintances,  as  well  as  strangers,  on 
the  street  to  ask  if  they  thought  he  was  improving.  Frequently  he  re- 
mained quiet  for  a  long  period  as  though  in  deep  thought  apparently  ob- 
livious to  his  surroundings.  His  memory  for  the  little  daily  happenings 
was  very  defective,  but  for  remote  events  good.  Two  days  before  ad- 
mission he  was  found  during  a  heavy  rain  storm  at  the  back  door  of  a 
neighbor's  house,  unable  to  give  his  name,  address,  or  utter  an  intelligible 
sentence.  When  taken  home  he  sat  in  a  chair  disinclined  to  move,  was 
resistive,  threatening  in  his  attitude,  apparently  suspicious,  swearing  and 
calling  to  physician,  "  get  out,"  "  aint  it  a  shame."  Next  day  he  was  quiet 
and  made  no  attempt  to  talk  except  when  questioned  and  then  his  replies 
were  paraphasic.    Two  brothers  of  patient  were  insane. 
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On  admission,  a  fairly  well-nourished  old  man  who  looked  his  age. 
The  first  sound  of  the  heart  was  accentuated,  no  murmurs,  respiratory 
sounds  were  normal,  double  inguinal  hernia,  peripheral  arteriosclerosis, 
arcus  senilis.  Pupils  unequal,  right  larger,  both  reacting  sluggishly  to 
light  and  accommodation.  Swaying  to  Romberg,  gait  somewhat  stagger- 
ing and  trepidant.  Knee-jerks  plus  on  both  sides,  Oppenheim  and  Babinsky 
phenomena  elicited.  Hearing  good.  Integrity  of  taste  sense  could  not 
be  determined,  likwise  ability  for  fine  tactile  discrimination.  The 
aphasia  which  presented  rendered  judgment  of  mental  state  difficult,  but 
patient  appeared  at  times  confused,  at  other  times  good  natured.  The 
aphasia  was  of  the  sensory  type  for  sometimes  there  was  almost  a  log- 
orrhoea,  although  paraphasic  in  character  (verbal  and  literal)  and  fre- 
quently there  was  a  verbal  amnesia.  He  recognized  objects  placed  before 
him  and  indicated  their  uses,  although  he  seldom  named  them  correctly. 
When  fresh,  the  word  sense  of  simple  language  {noiion  du  mot)  was  fair, 
but  the  patient  fatigued  easily  and  then  it  was  bad.  Somatic  orientation 
was  very  imperfect  even  when  the  patient  was  fresh.  There  was  agraphia 
for  dictation  as  well  as  for  copy,  and  alexia.  Reihen  Sprechen,  even  for 
numerals,  was  very  poor.  Perseveration  was  marked.  Although  move- 
ments of  the  upper  extremities  were  carried  out  somewhat  clumsily  there 
was  no  motor  apraxia  in  the  sense  of  Liepmann.  -At  times  he  was  very 
conscious  of  his  defects  which  disturbed  him  exceedingly  and  was  greatly 
pleased  with  his  successes,  but  the  quickness  with  which  he  fatigued  always 
rendered  aphasic  examinations  unsatisfactory.  The  patient  was  in  hos- 
pital a  year  and  grew  worse  constantly,  the  speech  content  degenerating 
into  jargon  and  incoherent  paraphasic  attempts  at  expression. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  chronic  ex- 
ternal pachymeningitis,  internal  pachymeningitis  haemorrhagica,  chronic 
leptomeningitis,  cerebral  atrophy,  advanced  cerebral  arteriosclerosis,  focal 
destruction  by  haemorrhage  (ancient)  of  left  supramarginal  gyrus,  small 
old  haemorrhage  in  inferior  portion  of  foot  of  posterior  central  gyrus, 
granular  ependymitis,  chronic  endocarditis,  aortitis,  brown  atrophy  of 
heart;  chronic  interstitial  hepatitis;  chronic  interstitial  nephritis;  enlarged 
prostate. 

Case  XIX. — W.  S.  H.,  No.  7900,  a  man  67  years  of  age,  a  broker,  began 
to  show  mental  symptoms  when  sixty-three.  He  returned  from  a  suc- 
cessful business  trip  to  a  neighboring  state,  where  he  had  gone  a  few 
days  before,  apparently  very  tired.  He  went  to  bed  and  was  said  to  have 
slept  for  almost  two  days  after  which  he  appeared  quite  dull.  He,  how- 
ever, continued  his  usual  work  but  seemed  to  take  no  interest  in  it 
This  was  in  June,  1907.  Despite  his  lack  of  interest  he  continued  at  work 
until  the  autumn  when  he  took  a  trip  with  his  family  to  the  Pacific  Coast. 
While  in  the  west  he  spent  a  great  deal  of  money  recklessly  and  had 
numerous  wild  schemes  for  going  into  business.  At  this  time  his  mood 
alternated  between  periods  of  dullness  and  periods  of  excitement  in  which 
latter  he  was  talkative  and  irritable,  at  times  threatening  the  lives  of 


142  A   STUDY   OF   MILIARY   PLAQUES. 

members  of  his  family.  He  also  entertained  vague  fears  of  impending 
catastrophe  to  some  one  of  his  family,  particularly  his  son.  Since  the 
episode  in  June,  1907,  there  had  gradually  developed  a  speech  defect, 
first  noted  in  an  inability  to  recall  many  words  employed  in  ordinary 
conversation  and  by  the  time  of  admission  to  hospital  a  year  later,  he  was 
markedly  aphasic  (paraphasia,  verbal  and  literal,  literal  agraphia,  inability 
to  comprehend  complex  sentences  of  ordinary  conversation,  alexia,  though 
not  complete,  inability  to  repeat  from  memory,  etc.).  Contrary  to  his 
formery  habit  he  became  very  slovenly  in  his  personal  appearance,  ate 
his  meals  in  a  disgusting  manner,  used  his  boots  for  a  urinal,  threw 
lighted  matches  about  the  house  after  lighting  his  pipe  and  committed 
other  acts  of  a  similar  nature  which  made  it  unsafe  and  impracticable  to 
care  for  him  at  home.  The  patient  had  always  used  alcohol  (daily), 
though  it  was  claimed,  not  excessively,  otherwise  his  habits  were  good 
and  he  had  been  a  hard  worker.    An  aunt  of  the  patient  was  insane. 

On  admission,  a  small  but  fairly  nourished  man  who  looked  older  than 
his  reported  age,  somewhat  untidy  in  appearance,  with  a  general  expres- 
sion of  good  nature,  presented  a  right  facial  paralysis,  a  more  or  less  fine 
general  tremor  and  exhibited  a  peripheral  arteriosclerosis.  There  was  an 
enlargement  of  the  area  of  cardiac  dullness,  accentuation  of  the  second 
sound  of  heart,  no  murmurs.  Urinalysis  revealed  a  chronic  interstitial 
nephritis;  other  trunk  organs  without  special  interest.  The  pupils  were 
contracted,  reacted  to  accommodation,  the  right  very  sluggishly  to  light, 
the  left  stiff.  Station  and  gait  good.  Deviation  of  tongue  to  left.  Tendon 
reflexes  active.    No  Babinsky. 

Mentally  the  patient  appeared  confused,  restless  and  wandered  about 
the  ward  in  an  aimless  manner.  His  speech  affection  rendered  difficult  a 
good  mental  examination. 

The  patient  was  in  hospital  two  years  and  six  months.  He  made  no  im- 
provement, suffered  two  cerebral  insults  in  the  course  of  his  hospital  resi- 
dence. Speech  utterances  degenerated  into  jargonic  paraphasia,  there  was 
entire  loss  of  the  word  sense  with  complete  agraphia  and  alexia,  inability 
to  name  objects  and  recognize  their  uses  and  to  repeat  words  after 
examiner. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  congestion  of 
dura,  chronic  leptomeningitis,  advanced  cerebral  arteriosclerosis,  cerebral 
hemiatrophy  (slight),  old  lacuna  involving  putamen  anteriorly,  internal 
capsule,  external  capsule  and  some  of  the  fibers  of  the  insula,  together 
with  numerous  small  lacunae  and  small  old  haemorrhagic  areas  in  white 
substance  and  basal  ganglia  on  both  sides ;  chronic  endocarditis,  aortitis, 
degeneration  of  myocardium;  chronic  interstitial  hepatitis;  chronic  inter- 
stitial splenitis;  chronic  interstitial  nephritis. 

Case  XX. — W.  S.  H.,  No.  8287,  a  nurse,  61  years  of  age,  enjoyed  good 
health  until  about  a  year  ago.  About  this  time  she  had  a  fall  in  a  street 
of  the  shopping  district  of  Boston,  the  result  of  tripping  against  a  curb 
stone.    The  day  following  there  was  a  bloody  discharge  from  the  left  ear 


_ — — ^  SOLOMON    C.   FULLER.  143 

and  blood-streaked  expectoration.  She  was  ill  for  a  few  days  as  the 
result  of  the  fall,  but  the  illness  was  without  serious  consequence  for  she 
was  able  to  continue  nursing.  Eight  months  later  she  undertook  the  care 
of  an  hysterical  patient,  a  friend  of  hers,  continuing  the  case  until  the 
death  of  her  patient  a  year  later.  She  felt  keenly  her  friend's 
death  and  began  to  worry  quite  a  little.  Two  weeks  later  she  began  to 
have  attacks  of  dizziness,  her  feet  felt  as  though  they  were  getting  smaller 
and  two  months  later  a  numbness  in  the  right  half  of  the  face  developed 
and  in  the  corresponding  half  of  the  tongue  there  was  a  sensation  as 
though  the  member  had  been  seared  with  a  hot  iron.  When  she  brushed 
her  teeth  they  felt  like  a  board.  She  drooled  occasionally,  bit  the  inside 
of  her  cheek  without  knowing  it  and  vomited  a  great  deal.  About  this 
time  she  complained  much  of  failing  vision  and  visited  several  oculists 
for  treatment.  A  month  later  she  began  to  have  considerable  difficulty 
in  walking;  she  was  frequently  forced  to  support  herself  against  the  walls 
of  the  room  or  pieces  of  furniture  to  prevent  falling.  Everything  in  the 
room  seemed  to  be  going  round,  consequently  her  gait  was  staggering  in 
character.  The  condition  grew  worse  so  it  was  necessary  to  take  to  bed. 
Two  months  later  it  was  noticed  by  friends  that  she  fed  herself  in  an 
awkward  manner.  She  developed  delusions  that  the  food  was  "  doped " 
and  she  was  greatly  depressed  over  her  health,  A  month  later  she  became 
delirious  and  excited,  and  a  speech  defect  developed  which  from  the 
description  obtained,  must  have  been  a  temporary  verbal  amnesia.  No 
history  of  mental  disease  in  the  family,  but  the  mother  of  patient  was  a 
nervous  woman  who  worried  over  trifles.  The  patient  herself  was  active 
and  industrious,  but  given  to  the  formation  of  pretentious  plans  which  she 
never  carried  out. 

On  admission,  a  feeble,  poorly  nourished  old  woman,  unable  to  walk 
without  support,  presented.  The  heart's  action  was  rapid,  no  murmurs, 
blood  pressure  144  mm.  Hg.,  peripheral  arteriosclerosis,  chronic  gastritis 
and  a  rectal  prolapse  presented.  The  pupils  were  equal  and  reacted  to 
light  and  accommodation,  but  there  was  a  clouding  of  both  cystaline  lenses. 
The  protruded  tongue  deviated  sharply  to  the  left  and  the  right  half  was 
anaesthetic.  The  upper  and  lower  extremities  could  be  moved  freely, 
although  with  the  right  hand  finer  movements  were  awkwardly  executed. 
There  was  no  difference  in  the  hand  grasps,  both  good.  The  patient  could 
not  walk  unsupported  on  account  of  vertigo,  all  attempts  to  do  so  resulted 
in  staggering  and  falling  to  the  right.  Tendon  reflexes  were  active. 
Marked  Romberg;  no  Babinsky,  no  Oppenheim.  Speech  utterances  were 
slow,  indistinct  and  thick  in  character.  She  comprehended  all  that  was 
said  to  her  and  her  replies  to  questions  were  relevant 

Mentally  she  was  depressed  over  her  condition,  was  generally  nervous 
and  admitted  that  she  worried.  Five  days  after  admission,  considerable 
moaning  and  groaning  and  projectile  vomiting.  A  month  later  loss  of 
rectal  and  bladder  control,  persistent  nausea  and  vomiting.  She  was  con- 
fused and  often  incoherent.    When  clear,  a  marked  memory  defect.    Four 
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months  after  admission,  cerebellar  attitude — she  lay  in  bed  with  head  ex- 
tended and  there  was  a  degree  of  opisthotonos.  The  head  was  turned 
to  the  right  and  attempts  at  flexion  or  turning  in  the  opposite  direction 
caused  great  pain.  Horizontal  nystagmus  and  considerable  somnolency 
were  present.  Memory  defect  increased.  She  frequently  said  to  nurse 
or  physician,  "I  can  see  only  half  of  you."  The  cerebellar  attitude  be- 
came more  pronounced,  the  patient  grew  worse,  finally  dying  after  a  hos- 
pital residence  of  three  months. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  congestion  of 
dura,  chronic  leptomeningitis,  atrophy  and  flattening  of  cerebral  gyri, 
atrophy  and  marked  softening  of  right  cerebellar  hemisphere  as  the  result 
of  haemorrhage,  congestion  of  cord,  osteomata  of  spinal  pia;  chronic  en- 
docarditis; pleuritis,  broncho-pneumonia;  congestion  and  fatty  infiltration 
of  liver;  splenic  congestion;  gastro-enteritis ;  moderate  interstitial  neph- 
ritis; moderate  interstitial  pancreatitis;  senile  involution  of  reproductive 
organs. 

Case  XXI. — W.  S.  H.,  No.  6589,  a  man  71  years  of  age,  who,  although 
always  of  a  nervous  and  excitable  temperament,  had  enjoyed  reasonably 
good  health  until  the  age  of  sixty-three.  At  this  age  he  had  what  was  de- 
scribed by  friends  as  an  attack  of  "  nervous  prostration,"  following  a  long 
period  of  hard  work  and  some  worry  over  his  affairs.  He  did  not  improve 
but  grew  worse  from  year  to  year.  Formerly,  a  man  neat  in  his  personal 
appearance,  of  good  habits  and  circumspect  in  morals,  he  became  careless 
in  dress,  extremely  untidy  in  his  habits  and  morally  unendurable.  He 
annoyed  people  by  long  calls  at  their  houses  or  business  places,  engaging, 
particularly  the  women,  in  interminable  conversation.  He  would  stop 
women,  entire  strangers,  on  the  street,  inquire  as  to  the  number  of  their 
children,  put  his  hands  on  them,  remark  on  their  physical  development  and 
offer  indecent  proposals.  The  same  he  did  to  girls  as  young  as  twelve 
years.  Frequently  he  went  about  the  house  nude  and  would  make  his 
appearance  in  this  manner  when  visitors  were  present.  He  was  often 
irascible,  destroying  furniture  and  lighting  fixtures  whenever  he  felt  they 
were  in  his  way.  On  two  occasions  he  had  handled  his  wife  violently  and 
kept  a  piece  of  iron  pipe  in  his  bed-room  to  defend  himself  against  burglars 
and  other  intruders.  He  would  sleep  on  the  floor  instead  of  on  a  bed,  and 
order  the  light  on  the  piazza  to  be  kept  burning  all  night  "to  light  the 
weary  traveler  on  his  way "  when  there  was  a  street  lamp  opposite  his 
house.  He  insisted  on  undressing  his  wife  at  night  and  anointing  her 
with  crude  petroleum,  etc.,  and  maintained  that  his  near  neighbor  was  the 
vice-president  of  the  United  States.  He  was  improvident  with  money, 
often  throwing  pennies  away,  yet  complaining  that  relatives  were  not 
aiding  him  with  funds  to  supply  his  needs.  At  rare  intervals  he  was 
quite  rational  and  orderly.  He  was  often  untidy  about  the  house,  using 
the  sink  as  a  urinal,  etc.  His  mother  was  considered  an  eccentric;  a 
sister  likewise.    A  nephew  is  an  epileptic. 
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On  admission,  a  well-developed,  well-nourished  old  man  who  looked 
older  than  his  reported  age,  presented  a  marked  senile  trepidant  abasia, 
peripheral  arteriosclerosis,  increased  heart's  action  and  a  chronic  in- 
terstitial nephritis  as  shown  by  urinalysis.  Vision  defective,  opacity  of 
both  lenses,  pupillary  reaction  sluggish  to  light  and  accommodation.  Hear- 
ing defective,  most  marked  in  left  ear.  Smell,  taste  and  tactile  sensations 
apparently  unimpaired.     Tendon  reflexes  active.     No  Babinsky. 

Mentally  the  patient  was  oriented,  memory  for  important  events  in  his 
life.  No  insight,  saw  no  good  reason  for  sending  him  to  hospital,  but 
thought  he  knew  who  was  responsible.  He  comprehended  what  was  said 
to  him,  talked  freely  but  was  very  prolix.  He  cried  easily  without  apparent 
good  cause  and  his  general  mental  attitude  was  very  childish.  Later  he 
showed  a  tendency  to  disturb  the  ward  by  loud  talking  during  the  night. 
He  had  several  dizzy  attacks  accompanied  with  nausea,  but  these  were 
never  associated  with  loss  of  consciousness.  He  wrote  many  incoherent 
letters  and  frequently  had  attacks  of  unprovoked  laughter  or  crying. 
Eleven  months  after  admission,  while  on  his  feet  one  day,  he  suddenly 
became  dizzy  and  unsteady.  He  called  out  for  assistance  saying  he  did  not 
dare  to  move,  following  which  he  was  much  confused.  He  would  fre- 
quently leave  his  bed  to  wander  about  the  ward  in  an  aimless  manner. 
After  this  attack  memory  deteriorated  rapidly,  particularly  for  recent 
events.  There  were  frequent  periods  of  untidiness.  He  failed  gradually 
but  constantly,  finally  dying  twenty  months  after  admission  to  hospital. 

Anatomical  Diagnosis. — Thickened  calvarium,  adherent  dura,  congestion 
of  meninges,  general  pial  opacity,  congestion  of  brain,  atrophy  of  cerebral 
and  cerebellar  convolutions,  arteriosclerosis  of  cerebral  vessels;  conges- 
tion and  atrophy  of  cord;  thickening  of  mitral  cusps,  interstitial  my- 
ocarditis, atheroma  of  aorta  and  coronaries ;  hypostatic  congestion  of  lungs ; 
congestion  and  interstitial  splenitis ;  chronic  interstitial  nephritis ;  gastritis ; 
decubitus  of  buttocks,  trochanters  and  left  interior  malleolus;  diverticula 
of  bladder. 

Case  XXII. — W.  S.  H.,  No.  8516,  a  woman,  widowed,  formerly  a  nurse, 
said  to  have  enjoyed  good  health  until  the  age  of  75,  at  which  time  she 
began  to  show  decided  memory  defect,  general  fussiness  and  physical 
feebleness  which  precluded  earning  a  livelihood  by  her  own  efforts  as  for- 
merly. Without  funds  and  owing  to  increasing  physical  and  mental  feeble- 
ness, she  had  been  supported  for  more  than  a  year  from  certain  charitable 
funds.  In  the  year  prior  to  admission  memory  defect  had  grown  very 
pronounced ;  there  were  periods  of  confusion  and  she  had  shown  a  tend- 
ency to  stray  away.  Once  she  left  her  boarding  house  and  was  gone  over 
night  and  when  returned  the  next  day,  after  having  been  picked  up  on 
the  street,  her  head  was  cut  and  bruised  and  she  could  give  no  account  of 
the  injury.  She  shifted  her  boarding  house  several  times,  finding  it  diffi- 
cult to  get  on  with  landladies.  While  at  her  last  boarding  place  she 
imagined  that  the  young  men  lodging  in  the  house  were  in  love  with  her 
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and  on  one  occasion  attempted  to  get  in  bed  with  one  of  them  who  had 
treated  her  kindly  and  befriended  her  in  many  Httle  ways. 

Family  history  as  obtained  is  meagre  and  unimportant. 

On  admission,  a  feeble  old  woman,  poorly  nourished,  presenting  marked 
peripheral  arteriosclerosis,  a  deformity  of  the  left  wrist  (improperly  united 
fracture),  numerous  cloasmae  on  face  and  hands,  senile  trepidant  abasia, 
general  senile  tremor,  a  systolic  cardiac  murmur,  defective  sight  and  hear- 
ing, and  impairment  of  the  sense  of  smell.  The  pupils  reacted  promptly 
to  light  and  accommodation ;  arcus  senilis ;  tendon  reflexes  active. 

Mentally  she  presented  a  good-natured  indifference  to  her  surroundings, 
was  faultily  oriented,  and  had  defective  memory  for  important  events, 
remote  and  recent.  She  immediately  adapted  herself  to  ward  surroundings 
and  except  for  occasional  untidiness  and  a  general  senile  fussiness  was 
quiet  and  gave  no  trouble. 

Patient  was  in  hospital  for  a  year,  during  which  time  she  suffered  several 
attacks  of  diarrhcea  which  weakened  her.  All  the  while  she  grew  more 
childish  and  memory  defect  increased.  Finally,  difficulty  in  swallowing  de- 
veloped during  an  attack  of  broncho-pneumonia.  Temperature  rose  to 
105°  F.,  the  heart's  action  gradually  weakened.     Death. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  pachymeningitis 
externa,  leptomeningitis  chronica,  cerebral  atrophy  and  asymmetry  of 
moderate  degree,  advanced  cerebral  arteriosclerosis;  endocarditis,  aortitis; 
pleuritis,  pulmonary  congestion,  broncho-pneumonia;  hepatic  congestion; 
splenic  congestion;  focal  congestion  of  gut;  chronic  interstitial  nephritis, 
uterine  fibroma. 

(Multiple  old  lacunae  (int.  cap.  left),  basal  gang,  and  corona.) 

Case  XXIII. — W.  S.  H.,  No.  8306,  a  woman  73  years  of  age,  began  to 
have  attacks  of  dizziness  at  the  age  of  71  which  increased  in  frequency. 
Her  memory  for  the  two  years  preceding  admission  to  hospital  was  de- 
cidedly defective,  especially  for  recent  happenings.  She  had  often  appeared 
depressed  and  suffered  considerably  from  insomnia.  She  gave  as  a  reason 
why  she  could  not  sleep  that  the  parties  held  at  the  house  late  into  the 
night  (hallucinations)  had  kept  her  awake.  She  was  depressed  because  of 
the  recently  acquired  intemperate  habits  of  her  son  (delusion).  She  was 
occasionally  confused  and  talkative,  the  speech  content  rambling  and  in- 
coherent. 

On  admission,  an  emaciated  feeble  old  woman,  who  looked  older  than 
her  reported  age,  presented  general  coarse  tremors,  marked  peripheral 
arteriosclerosis,  rapid  and  irregular  heart's  action.  The  pupils  were 
dilated  and  reacted  promptly.  The  hearing  was  greatly  impaired.  Knee- 
jerks  were  active,  other  tendon  reflexes  sluggish,  gait  unsteady  and  ex- 
tremely trepidant. 

Mentally  the  patient  was  disoriented,  showed  a  marked  memory  defect 
for  recent  happenings,  was  without  insight,  claimed  that  people  had  in- 
tentionally annoyed  her.  She  seemed  surprised  when  told  that  the  hospital 
was  an  institution  for  the  care  of  the  insane,  replying  "I  must  leave  im- 
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mediately,  I  am  not  insane.  How  could  my  nephew  do  this?  I  have  done 
so  much  for  him,"  emotionally  disturbed  meanwhile.  She  admitted 
auditory  hallucinations. 

A  month  later  loss  of  bladder  and  rectal  control  and  increased  memory 
defect.  Although  claiming  to  have  been  abused  by  the  hospital  personnel 
there  was  for  the  most  part  a  good-natured  indifference  to  her  surround- 
ings. Two  months  after  admission  (during  summer)  diarrhoea  with  great 
prostration.  Recovery.  Eleven  days  later  sudden  development  of  diffi- 
cult deglutition,  weak  heart's  action,  death. 

Anatomical  Diagnosis. — Chronic  leptomeningitis,  atrophy  of  cerebral  gyri, 
cerebral  arterio  sclerosis;  moderate  cardiac  atrophy,  atheromatous  thicken- 
ing of  endocardium;  pleuritis,  hypostasis;  Glissonitis;  moderate  interstitial 
splenitis;  moderate  interstitial  change  of  kidneys,  extensive  decubitus  over 
sacrum  and  buttocks. 

Case  XXIV. — W.  S.  H.,  No.  8751,  a  man  75  years  of  age,  concerning 
whose  previous  history  nothing  is  known,  died  after  three  days  in  hospital. 

On  admission,  an  emaciated,  very  feeble  old  man  unable  to  walk  (weak- 
ness) presented  extensive  trophic  skin  lesions  over  the  right  deltoid,  lower 
portion  of  back  and  gluteal  region.  The  heart's  action  was  weak,  ar>'thmic, 
sounds  muffled.  Fair  pulmonary  resonance,  but  rales  were  present.  Pupils 
reacted  to  light ;  patient  did  not  co-operate  in  accommodation  tests.  Opacity 
of  crystaline  lenses,  arcus  senilis.    All  tendon  reflexes  weak.    No  Babinski. 

Mentally  the  patient  presented  alternating  periods  of  confusion  and 
clearness.  He  was  disoriented  and  memory  was  very  defective,  a  con- 
dition into  which  the  patient  had  some  insight  for  he  often  offered  excuses 
for  his  poor  memory  on  the  ground  of  age.  He  slept  a  great  deal  and 
when  awake  paid  practically  no  attention  to  his  surroundings.  When  ad- 
mitted there  was  a  diarrhoea  which  persisted  to  the  end. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  external  pachy- 
meningitis, hydrocephalus  interna  et  externa,  cerebral  arteriosclerosis, 
multiple  old  punctate  haemorrhagic  areas  in  head  of  caudate  nucleus  and 
pons,  moderate  cerebral  atrophy;  parenchymatous  degeneration  of  myocar- 
dium, peripheral  arteriosclerosis ;  chronic  pleuritis ;  gastritis,  entero-colitis ; 
chronic  interstitial  nephritis  with  cystic  degeneration  of  kidneys,  multiple 
and  extensive  trophic  lesions  of  skin. 

Case  XXV. — W.  S.  H.,  No.  8589,  a  man,  retired  farmer,  85  years  of  age 
had  enjoyed  general  good  health  until  about  his  80th  year.  He  had  given 
up  active  work  and  was  beginning  to  be  feeble,  his  sight  was  poor  and 
memory  defect  was  noted,  all  of  which  have  increased  in  the  intervening 
years.  Although  he  had  shown  a  tendency  to  stray  away  and  at  times 
mixed  his  ideas  when  talking,  for  the  most  part  he  had  been  dull  and 
quiet,  sleeping  a  great  deal.  During  the  year  prior  to  admission  to  hospital 
restless  periods  had  been  more  frequent  and  he  had  to  be  constantly 
watched  that  no  harm  would  come  to  him. 

On  admission,  a  feeble  old  man  who  looked  his  age,  presented  peripheral 
arteriosclerosis,  arcus  senilis,  a  slightly  accentuated  second  sound  of  the 
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heart  and  slight  dullness  over  the  apex  of  the  left  lung.  Vision  (pres- 
byopia) and  hearing  were  impaired.  There  was  a  general  senile  tremor 
and  the  gait  was  markedly  trepidant.  The  tendon  reflexes  were  elicited 
with  difficulty. 

Mentally  the  patient  appeared  confused.  He  was  disoriented,  cried  when 
talking  of  his  family  and  showed  a  marked  memory  defect  for  the  grossest 
events,  remote  as  well  as  recent.  His  attention  was  difficult  to  hold.  The 
speech  content  was  prolix  and  often  incoherent.  He  was  quite  indiff^erent  to 
his  surroundings  and  when  told  he  was  in  a  hospital  remarked  it  might  do 
him  good  to  remain  here  "  for  a  little  toning  up." 

Patient  was  in  hospital  a  little  more  than  three  months,  confined  to  bed 
all  the  while  on  account  of  general  feebleness,  showing  throughout  pro- 
nounced memory  defect,  finally  dying  from  an  intercurrent  lobar  pneumonia. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  adherent  dura, 
pachymeningitis  hsemorrhagica  interna,  leptomeningitis  chronica,  atrophy 
of  cerebral  gyri,  cerebral  arteriosclerosis;  degeneration  of  myocardium 
(acute  myocarditis),  endocarditis;  chronic  perihepatitis,  hepatic  conges- 
tion, fatty  infiltration;  right  lobar  pneumonia  and  exudative  pleurisy; 
colitis ;  interstitial  pancreatitis  and  cystic  degeneration  of  gland ;  chronic 
interstitial  nephritis;  scalp  wound  of  right  occipital  region. 

(Arteriosclerosis,  but  no  gross  focal  lesions.) 

Case  XXVI. — W.  S.  H.,  No.  5486,  a  woman,  widow,  78  years  of  age,  ad- 
mitted to  the  hospital  when  62  where  she  had  been  ever  since.  She  was 
always  a  peculiar  character — self-willed,  lacking  in  persistive  power,  odd — 
but  save  for  an  occasional  attack  of  tonsilitis,  last  one  eight  years  before 
admission,  and  a  fall  from  a  street  car  four  years  previous,  slight  injuries 
resulting,  she  had  suffered  no  serious  illness  for  more  than  30  years. 
Although  a  good  seamstress  she  was  seldom  employed  at  the  same  place 
twice  on  account  of  her  oddities,  so  for  many  years  up  to  2  years  preceding 
her  admission  had  practiced  as  a  professional  medium.  For  several  years 
it  had  been  noticed  by  friends  that  she  related  imagined  experiences  as 
facts.  Where  she  lodged  the  landlady  had  noticed  that  she  frequently  acted 
very  queerly  and  on  one  occasion,  about  two  years'  prior  to  admission, 
she  went  to  her  sister's  home  late  at  night  claiming  to  have  heard  the 
sister  calling  for  her.  During  the  three  weeks  before  coming  to  hospital 
she  had  been  far  more  talkative  than  usual,  mostly  about  happenings  of 
many  years  ago  and  about  almost  every  one  she  ever  knew. 

A  paternal  uncle  was  insane.  No  other  family  history  of  importance 
elicited. 

On  admission  she  was  well  preserved  for  her  age  and  was  in  good 
physical  condition.  Mentally  she  was  somewhat  excited,  exhibiting  periods 
of  apparent  confusion.  In  the  clear  period's  she  resented  being  brought  to 
hospital,  spoke  in  flowery  language  and  was  inclined  to  be  dramatic. 
Memory  for  recent  events  poor.  Later  she  gave  evidence  of  auditory  hal- 
lucinations, was  irritable,  made  many  complaints  and  developed  ideas  of 
personal  importance,  claiming  that  she  was  queen  of  England,  etc.     She 
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soon,  however,  adjusted  herself  to  hospital  regulations  and  was  helpful 
in  sewing  room.  Three  years  later  she  was  less  exhilarated  and  more 
inclined  to  depression.  With  the  years  she  was  contented  at  the  hospital 
and  quite  indifferent.  She  remained  in  apparent  good  physical  condition 
for  about  seven  years  when  one  day  she  announced  to  her  hospital  friends 
that  she  did  not  expect  to  live  much  longer,  at  the  same  time  writing  her 
will.  She  became  irritable  and  markedly  depressed.  Examination  re- 
vealed a  gfrayish  cauliflower-like  growth  involving  vulvar  and  anus  which 
was  beginning  to  break  down.  The  growth  progressed  rapidly  and  broke 
down  (carcinoma).    Death  a  month  later. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  oedema  of  pia, 
atrophy  of  cerebral  gyri,  moderate  hemiatrophy  of  cerebrum,  advanced 
cerebral  arteriosclerosis;  thickening  of  mitral  and  aortic  cusps,  ather- 
omatous degeneration  of  endothelium  in  ascending  aorta;  chronic  adhesive 
pleuritis;  fatty  infiltration  of  liver  and  congestion;  splenic  congestion; 
cystic  degeneration  and  anaemic  infarcts  of  kidneys;  introitus  vagina, 
labia  major  et  minora  seat  of  carcinoma. 

Case  XXVII. — W.  S.  H.,  No.  7099,  a  man  70  years  of  age,  never  a 
healthy  person,  for  20  years  prior  to  admission  had  been  constantly  under 
the  care  of  physicians  and  had  done  no  work.  He  had  complained  of 
dyspepsia  and  general  weakness.  He  had  always  been  contrary,  irritable 
and  impulsive  and  bore  a  reputation  for  oddness.  When  66  years  of  age, 
his  family  began  to  notice  that  his  memory  was  poor  and  that  he  was  be- 
coming childish.  About  two  months  before  admission  he  had  gone  to  the 
country  and  while  there  became  quite  restless  and  was  frequently  excited. 
While  in  the  train  returning  to  his  city  home  he  had  what  was  described 
by  friends  as  a  "slight  shock" — projectile  vomiting  and  a  marked,  but 
suddenly  developing  mental  confusion,  during  which  he  talked  a  great  deal 
in  an  incoherent  manner.  Following  this  episode  and  up  to  the  time  of  his 
admission,  he  showed  considerable  restlessness,  was  often  confused,  and 
lost  himself  easily  in  formerly  familiar  surroundings. 

On  admission  there  was  distinct  evidence  of  peripheral  arteriosclerosis, 
arcus  senilis,  cardiac  hypertrophy,  increased  and  irregular  heart's  action 
and  a  chronic  interstitial  nephritis  as  revealed  by  urinalysis.  The  pupils 
reacted  promptly  to  light  and  accommodation  tests.  Hearing  was  impaired, 
most  marked  in  left  ear. 

Mentally  the  patient  was  confused  and  restless;  comprehension  poor. 
He  laughed  when  asked  questions. 

The  following  day  he  gave,  with  fair  accuracy,  the  data  for  his  chart. 
He  talked  freely  of  places  in  Boston  with  which  he  was  familiar,  claiming 
to  be  in  business  there  (romance).  Remote  events  were  described  in  detail, 
but  of  recent  events  he  admitted  a  poor  memory.  "  There  has  been  some 
indefinite  depression  which  I  could  not  outgrow,"  he  said. 

Soon  after  and  throughout  there  were  alternating  periods  of  confusion 
and  periods  with  a  fair  degree  of  mental  clearness.  All  the  while  memory 
defects  for  remote  and  recent  events  was  progressive  and  he  grew  more 
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childish  in  his  manner,  giving  utterance  to  many  hypochondriacal  com- 
plaints and  was  occasionally  untidy,  finally  dying  suddenly  a  little  more 
than  three  years  after  admission. 

Anatomical  Diagnosis. — Cerebral  congestion,  chronic  leptomeningitis, 
atrophy  of  cerebral  gyri,  granular  ependymitis,  cerebral  arteriosclerosis, 
cardiac  hypertrophy,  endocarditis,  thrombus  of  pulmonary  artery;  inter- 
stitial hepatitis ;  splenic  congestion ;  gastritis ;  interstitial  nephritis,  cystitis, 
prostatic  hypertrophy. 

(No  gross  focal  brain  lesions.) 

Case  XXVIII. — W.  S.  H.,  No.  8931,  a  man  70  years  of  age,  formerly  a 
farmer,  always  of  a  retiring  disposition,  suspicious  of  the  motives  of  others, 
egotistic  and  overbearing,  nevertheless  of  poor  judgment,  began  to  have 
difficulty  with  his  hearing  12  years  ago,  in  consequence  of  which  he  be- 
came more  and  more  isolated.  For  quite  a  long  period  (several  years)  he 
had  heard  noises  in  his  head,  but  these  were  correctly  interpreted  as  the 
result  of  his  ear  disease.  Of  late,  however,  these  noises  had  been  falsely 
construed.  During  the  ten  years  prior  to  admission  patient  is  said  to  have 
had  several  "  mild  shocks,"  but  data  concerning  these  are  indefinite.  Four 
years  ago  he  met  with  an  injury  to  his  right  hand,  resulting  in  the  loss 
of  four  fingers.  The  mental  and  physical  shock  from  the  injury  was  great 
and  ever  since  there  has  been  progressive  mental  and  physical  failure.  Of 
late,  he  had  been  actively  hallucinated  (auditory)  and  was  much  disturbed 
in  consequence,  alarming  the  neighborhood  with  appeals  to  be  saved  from 
murder.  He  had  shown  a  tendency  to  stray  away,  collect  useless  articles 
and  in  a  confused  manner  would  burn  old  newspapers  indoors  to  drive 
away  evil  spirits.    He  had  lost  all  sense  of  modesty. 

On  admission,  a  well-developed  old  man,  70  years  of  of  age,  somewhat 
obese,  tidy  in  appearance,  but  rather  decrepit.  There  is  a  deformity  of  the 
right  hand  as  the  result  of  a  loss  of  four  fingers.  He  walks  in  a  halting 
trepidant  manner  and  is  slightly  ataxic.  There  is  a  left  facial  paralysis 
with  ptosis  of  the  left  eye  lid.  The  pupils  are  contracted,  equal,  sluggish 
to  light  and  do  not  react  to  accommodation  tests.  The  tongue  when  pro- 
truded shows  a  coarse  tremor  and  deviates  to  the  left.  Deafness  is  marked, 
apparently  complete  in  the  left  ear  and  with  the  right  ear  the  patient  can 
hear  only  the  shouted  voice.  Respirations  are  shallow,  heart  sounds  faint, 
but  rhythmic  and  of  normal  frequency.  No  cardiac  murmurs.  Right  knee- 
jerk  active,  left  absent,  Babinsky  and  Openheim  phenomena  present  on 
right  side,  plantar  reflex  on  left  side  normal.  Co-ordination  tests  poorly 
executed.  A  history  of  syphilitic  infection  fifteen  years  previous  was 
elicited. 

Mentally  there  appeared  to  be  considerable  dulling  and  marked  emotional 
instability — crying  without  any  adequate  external  cause.  The  speech  was 
slow,  thick  and  at  times  quite  indistinct.  The  patient  was  entirely  without 
insight  into  his  condition;  he  thought  he  was  being  persecuted  by  his 
brother,  and  the  reasons  given  for  this  belief  were  quite  puerile  if  not  silly. 
While  he  was  at  first  quiet,  there  soon  developed  nocturnal  restlessness 
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and  a  disposition  to  become  noisy.  Eight  days  after  admission  he  suddenly 
became  unable  to  rise  from  a  chair  in  which  he  was  sitting.  There  was  no 
loss  of  consciousness,  but  his  increasing  feebleness  made  it  necessary  to 
confine  him  to  his  bed.  Three  weeks  after  admission  a  facial  erysipelas 
developed  which  was  followed,  two  days  later,  by  a  broncho-pneumonia  from 
which  he  died  ten  days  later,  a  month  and  six  days  after  admission  to 
hospital. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  external  pachy- 
meningitis, focal  proliferative  pachymeningitis,  chronic  leptomeningitis, 
atrophy  of  cerebral  gyri;  endocarditis;  pleuritis,  broncho-pneumonia;  hep- 
atic congestion ;  splenic  congestion,  perisplenitis,  interstitial  splenitis ;  in- 
terstitial nephritis;  deformity  of  left  hand. 

(Focal  luetic  changes.) 

Case  XXIX. — W.  S.  H.,  No.  8646,  a  spinster,  66  years  of  age,  suffered 
an  attack  of  insanity  at  the  age  of  forty-seven  which  lasted  for  seven 
years.  Recovery  with  defect.  All  her  life  she  had  been  more  or  less 
eccentric  and  had  masturbated  persistently.  Mother  of  patient  and  mater- 
nal grand  parents  died  of  cardiovascular  disease,  one  relative  was  in- 
temperate, another  epileptic. 

The  salient  clinical  features  on  admission  were  peripheral  arterio- 
sclerosis, tachycardia,  goitre,  chronic  proliferative  arthritis  of  fingers 
and  knees,  high-arched  palate,  exaggerated  deep  reflexes,  slight  Romberg, 
general  senile  tremor,  senile  trepidant  abasia  and  moderate  spinal  curva- 
ture (k3rphosis). 

Mentally  there  was  mild  depression,  a  tendency  to  assume  affected  atti- 
tudes, expression  of  indefinite  fears  and  numerous  hypochondriacal  symp- 
toms. Good  orientation  and  retention  of  school  knowledge  and  a  fair 
memory.  The  patient  easily  adjusted  herself  to  hospital  surroundings. 
After  two  and  a  half  months  in  hospital,  periods  of  confusion,  restlessness 
and  loss  of  bladder  and  rectal  control  appeared.  Three  months  later 
cerebral  insult  during  the  night.  When  seen  next  morning  she  was  con- 
fused, heart's  action  weak  and  she  groaned  a  great  deal.  She  could  not 
talk,  but  when  aroused  seemed  to  comprehend.  Slight  improvement,  but 
speech  content  was  limited  to  "  yes "  and  "  no,"  "  well,  I  want  to." 
Aphasic  protocols  made,  showed  that  there  was  good  comprehension  of 
spoken  language;  she  recognized  and  indicated  the  uses  of  objects  shown, 
pointed  them  out  when  requested  and  could  do  the  same  for  colors.  She 
could  write  neither  from  copy  nor  dictation.  She  fatigued  easily  and 
frequently  became  confused  during  examination.  Following  the  slight 
improvement  after  the  insult  there  was  gradual,  but  persistent  failure. 
Death  seventeen  days  later  from  an  intercurrent  lobar  pneumonia. 

Anatomical  Diagnosis. — Congestion  of  dura,  chronic  leptomeningitis, 
frontal  lobe  atrophies,  advanced  cerebral  arteriosclerosis,  cerebral  my- 
elomalacia, multiple  coarse  brain  lesions  in  left  cerebrum  and  pons; 
chronic  endocarditis,  degeneration  of  myocardium;  lobar  pneumonia; 
hepatic  congestion  and  chronic  interstitial  splenitis;  multiple  infarcts  of 
kidneys;  small  sub-serous  uterine  fibromata.  ' 
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Case  XXX. — W.  S.  H.,  No.  8759,  a  man  62  years  of  age  suffered  a  cere- 
bral insult  at  fifty-two,  prior  to  which  he  had  enjoyed  good  health.  There 
was  apparently  good  recovery.  Six  years  later  he  had  a  second  "  shock  " 
and  since  had  never  been  well ;  physical  and  mental  failure  had  been 
marked.  His  memory  became  impaired,  he  was  often  irritable,  restless 
and  had  alternating  periods  of  excitement  when  he  was  violent  and  threat- 
ening and  periods  of  dullness  during  which  he  sat  quietly  staring  vacantly 
into  space.  He  had  been  hallucinated  (visual)  and  contrary  to  former 
habits,  became  slovenly  in  person  and  untidy. 

On  admission,  a  fairly  well-nourished  man  who  looked  older  than  his 
reported  age  presented  peripheral  arteriosclerosis,  increased  heart's  action 
and  a  trepidant  abasia.  The  pupils  were  unequal  and  reacted  promptly  to 
light  and  accommodation  tests.  The  tongue  deviated  to  the  right.  Right 
knee-jerk  increased,  right  ankle  clonus.  Other  tendon  reflexes  elicited. 
No  Babinsky,  no  Oppenheim.  General  tremor  of  head.  Choreic  move- 
ments of  the  neck.    Romberg  sign. 

Mentally  the  patient  was  disoriented,  showed  a  memory  defective  for 
the  grossest  events,  remote  and  recent.  He  cried  when  speaking  of  his 
family  and  his  enunciation  at  times  was  very  defective,  but  he  seemed 
to  comprehend  when  addressed;  there  were  also  short  periods  of  con- 
fusion. He  later  showed  some  restlessness,  frequently  fabricated  experi- 
ences, showed  poor  retention  and  was  often  untidy.  On  account  of  feeble- 
ness he  was  in  bed  all  the  while,  apparently  fairly  content  with  his  sur- 
roundings. Death  after  a  hospital  residence  of  three  months  and  two 
weeks. 

Anatomical  Diagnosis. — Pachymeningitis  haemorrhagica  interna,  lepto- 
meningitis chronica,  atrophy  of  cerebral  gyri,  cerebral  arteriosclerosis, 
multiple  softenings  and  old  apoplexies;  cardiac  hypertrophy,  aortitis; 
pleuritis ;  broncho-pneumonia ;  hepatic  congestion  and  hypertrophy ;  gastric 
ulcer;  interstitial  nephritis. 

Case  XXXI. — W.  S.  H.,  No.  2829,  a  woman  60  years  of  age  had  a  his- 
tory of  epileptic  attacks  since  her  isth  year.  At  twenty-eight,  insane  and 
had  been  ever  since.  In  hospital  since  1894  at  which  time  she  was  very 
noisy,  threatening  and  gave  evidence  of  visual  and  auditory  hallucinations. 
During  her  hospital  residence  frequent  grand  mat  attacks,  as  many  as  47 
during  a  single  month  are  recorded.  Repeated  attacks  of  excitement  fol- 
lowing a  series  of  convulsions.  A  marked  dementia  during  the  five  years 
preceding  death.  Following  a  severe  epileptic  seizure  four  years  before 
death,  development  of  an  umbilical  hernia.  Death  twelve  years  later  from 
a  strangulation  of  hernia  noted'  above.  During  the  last  year  she  never 
attempted  to  walk  on  account  of  a  marked  unsteadiness  and  a  gait  which 
was  staggering  in  character.     Dementia  had  been  marked. 

Anatomical  Diagnosis. — Cerebral  congestion  and  arteriosclerosis ;  cardiac 
hypertrophy;  pulmonary  congestion  and  pleuritis;  moderate  interstitial 
hepatitis;  splenic  congestion;  strangulated  hernia;  interstitial  nephritis; 
cystic  degeneration  of  right  ovary,  uterine  fibroma. 
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Case  XXXIL— W.  S.  H.,  No.  6851,  a  woman  85  years  of  age,  when  80 
was  bitten  by  a  mad  dog,  up  to  which  time  she  had  enjoyed  good  health. 
After  the  accident  with  the  dog  she  was  ill  in  bed  for  two  weeks,  but  no 
evidence  was  elicited  in  the  history  suggestive  of  rabies,  but  since  that 
time  she  had  failed  physically  and  mentally.  On  an  average  of  about 
once  a  month  during  the  two  years  prior  to  her  admission  to  hospital 
she  had  been  excited  and  delirious ;  her  memory  was  poor,  she  was  fre- 
quently untidy  and  had  shown  a  tendency  to  roam  around  aimlessly.  A 
year  prior  to  admission  she  suddenly  lost  the  use  of  both  lower  extremities 
and  of  her  left  hand  (apoplexy),  but  this  was  not  permanent  for  on 
admission  she  could  walk.  Six  months  later  aphasic  disturbances  set  in 
and  for  the  six  weeks  prior  to  admission  she  had  been  unable  to  utter 
an  intelligible  sentence. 

On  admission,  a  rather  small,  very  untidy  and  neglected  old  woman, 
who,  when  assisted,  walked  in  a  very  trepidant  manner,  the  gait  shuffling 
in  character  and  wide-spread.  Heart's  action  weak  and  rapid,  bronchitis, 
and  evidence  of  chronic  interstitial  nephritis.  General  peripheral  arterio- 
sclerosis. Both  pupils  contracted  and  reacted  sluggishly  to  light,  the 
patient  not  co-operating  for  accommodation  tests.  Tests  for  hearing,  un- 
satisfactory, although  patient  appeared  to  hear.  Tendon  reflexes  elicited, 
the  knee-jerks  increased.  Left-sided  Babinski.  Mentally  the  patient  was 
dull  and  frequently  appeared  confused.  She  seemed  to  understand  simple 
question  addressed  to  her,  but  all  attempts  to  reply  resulted  in  an  un- 
intelligible paraphasia  or  in  jargon,  a  condition  which  did  not  improve 
at  any  time  during  her  hospital  residence.  On  account  of  her  inability 
to  get  about  well  she  was  kept  in  bed,  although  she  frequently  left  bed 
to  roam  about  the  ward  in  a  confused  and  aimless  manner,  she  never 
seemed  able  to  find  her  bed  having  once  left  it.  Later  she  was  unable, 
because  of  increasing  feebleness  even  to  get  out  of  bed,  and  periods  of  con- 
fusion were  more  frequent.  In  the  clearer  periods  she  seemed  to  under- 
stand simple  conversation  addressed  to  her  and  appeared  greatly  pleased 
when  the  physician  stopped  to  talk  to  her.  A  suppurating  gland  of  the  neck 
developed  two  months  prior  to  death  which  never  healed  and  two  weeks 
later  gangrene  of  the  left  foot.  While  she  was  in  hospital  she  emaciated 
considerably,  finally  dying  after  hospital  residence  of  three  years  and  three 
months. 

Anatomical  Diagnosis. — Increased  density  of  calvarium,  congestion  of 
dura,  chronic  hypertrophic  leptomeningitis,  atrophy  of  cerebral  gyri  and 
cerebellar  foliae,  general  congestion  of  brain,  advanced  arteriosclerosis  of 
cerebral  vessels;  cardiac  atrophy  (?);  anthracosis,  atelectasis,  pleuritis, 
moderate  pulmonary  congestion;  moderate  interstitial  nephritis,  senile 
atrophy  of  the  reproductive  organs ;  small  wound  of  neck. 

(Multiple  old  haemorrhagic  softenings  of  basal  ganglia,  both  sides  and 
in  white  substance.) 

Case  XXXIII.— W.  S.  H.,  No.  5203,  a  woman  85  years  of  age  developed 
the  symptoms  of  Paget's  disease   (osteitis  deformans)   29  years  ago.     A 
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short  while  before  the  onset  of  the  bone  disease  she  had  accidentally  fallen 
through  a  trap  door  into  the  cellar.  There  was  no  history  of  fracture 
following  the  fall,  but  since  that  time  she  had  never  been  quite  well. 
Prior  to  the  fall,  save  for  inordinate  modesty  and  a  tendency  to  profuse 
sweating  about  the  head,  she  was  considered  a  normal  person.  Soon  after 
the  accident,  she  began  to  complain  of  pain  in  the  back  and  knees.  So 
severe  was  the  pain  that  she  could  not  take  even  a  short  walk  without 
becoming  prostrated.  This,  however,  did  not  last  long,  for  the  pains  be- 
came less  severe,  finally  disappearing.  After  this  her  legs  began  to  curve 
outward,  her  hips  had  the  appearance  of  spreading  and  there  was  a  curva- 
ture of  the  upper  portion  of  the  back  (kyphosis  cervico  dorsalis).  There 
was  an  interval  of  ten  years  before  the  sister  who  gave  the  information, 
again  saw  the  patient.  At  this  time  the  increase  in  the  size  of  her  head 
was  striking  and  it  was  noted  that  she  was  much  shorter  in  stature  than 
formerly.  In  the  meanwhile  the  thyroid  gland  had  enlarged  and  there 
was  considerable  difficulty  in  breathing  after  the  slightest  exertion — 
going  up  stairs,  taking  a  short  walk,  etc.  She  was  very  weak  and  it  did 
not  seem  as  though  she  would  live  long.  Not  long  after  this  there  was 
a  severe  illness  during  which  there  was  free  watery  (?)  discharge  from 
mouth  and  throat.  Her  head,  however,  was  no  smaller  after  recovery 
from  this  illness,  which  from  its  general  character  was  considered  an 
attack  of  influenza.  After  recovery  from  the  grippe  she  began  to  do  and 
say  queer  things,  continually  growing  worse  during  a  period  of  nine 
months.  In  this  time  she  was  often  confused,  noisy,  hallucinated  and  com- 
plained of  paresthesias — worms  crawling  over  the  body,  etc. 

On  admission,  a  rather  feeble  old  woman  presented  an  enlarged  head 
with  triangular-shaped  face,  base  upward,  enlargement  of  thyroid,  par- 
ticularly right  lobe,  cervico-dorsal  kyphosis,  a  broad  pelvis,  lower  ex- 
tremities curved  outward  and  forward.  Heart's  action  was  rapid  and 
weak,  pupils  dilated  and  sluggish.  Patient  did  not  co-operate  in  other 
tests.  The  voice  was  peculiarly  rasping  in  character,  hoarse  and  rattling. 
She  was  noisy,  her  speech  content  was  often  incoherent,  and  she  thought 
the  food  and  drink  given  her  were  full  of  worms.  In  hospital  eight  years, 
in  bed  most  of  the  time,  untidy,  noisy  when  anyone  was  near,  thought  she 
was  being  denied  the  comforts  due  her,  was  occasionally  restless,  getting 
in  and  out  of  bed.  A  year  before  death  she  had  a  fainting  spell,  during 
which  the  heart  beat  was  scarcely  audible,  but  recovered  her  usual  con- 
dition in  a  few  days.  A  year  later,  during  an  attack  of  bronchitis,  she 
suddenly  collapsed,  dying  ten  minutes  later. 

Anatomical  Diagnosis. — Osteitis  deformans  of  calvarium  (Paget's  dis- 
ease), cerebral  atrophy,  cerebral  arteriosclerosis;  chronic  endocarditis  of 
mitral  and  aortic  valves;  broncho-pneumonia;  hypertrophy  and  calcareous 
degeneration  of  thyroid;  chronic  interstitial  nephritis;  osteitis  deformans 
of  spinal  column  and  femur. 
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Analysis  of  Clinical  Abstracts  of  Non-plaque  Cases  with 
Reference  to  Classification. 

A  survey  of  the  cases  without  plaques  from  elderly  persons 
dying  insane  shows  that  a  large  percentage  (7  cases)  falls  readily 
into  the  clinical  group  of  arteriosclerotic  insanity.  Two  cases 
(XXVI  and  XXVII)  may  have  been  originally  dementia  praecox 
upon  which  arteriosclerotic  changes  were  later  superimposed,  one 
without  and  the  other  with  coarse  focal  lesions.  Cases  XXIII 
and  XXV,  even  XXII,  despite  the  multiple  gross  focal  lesions, 
might  be  considered  senile  dementia  and  while  not  wholly  "  simple 
senile  dementia  "  nor  cases  of  presbyophrenia,  fit  in  Wallenberg's 
second  category."  Case  XXXII  offered  difficulties  in  classifica- 
tion. Sensory  and  motor  symptoms  were  accounted  for  in  coarse 
brain  lesions  of  arteriosclerotic  origin.  Mental  failure,  however, 
did  not  set  in  until  the  80th  year,  even  then  psychical  shock 
played  no  inconsiderable  role.  Case  XXXI  was  an  epileptic  with 
history  of  seizures  during  a  period  of  54  years.  In  the  hippo- 
campal  region  histological  lesions  were  plentiful.  Striking  feat- 
ures were  great  numbers  of  corpora  amylacea  (as  many  as  70 
in  a  single  oil  immersion  field),  varying  from  the  size  of  a  red 
blood  cell  to  a  large  lymphocyte  of  the  blood  stream,  and  colonies 
of  large  fiber-forming  glia  cells.  Occasionally  an  amyloid  body 
would  present  a  fibril  or  fibrils  wrapped  around  it  in  much  the 
same  way  one  would  wind  a  string  loosely  around  a  spool,  in 
quite  the  same  manner  as  pictured  and  described  by  Alzheimer." 
A  single  amyloid  body,  or  a  group  of  them,  showed  not  infre- 
quently an  encapsulation  with  small  glia  cells  and  numerous  fine 
glia  fibers.  The  amyloid  bodies  were  confined  to  the  first  and 
second  cortical  laminae,  mostly  to  the  first.  While  no  plaques  in 
the  sense  of  the  structures  described  in  a  subsequent  section  were 
found,  the  similarity  of  the  reactive  gliosis  and  the  position  of 
corpora  amylacea,  always  as  it  seems  in  dilated  meshes  of  the 
glia  recticulum,  suggest  an  analogous  origin  for  both  processes. 

One  case,  XVII,  clinically  and  anatomically  post  apoplectic 
dementia,  presented  on  microscopical  examination  in  the  gray 
and  white  substance  at  the  periphery  of  a  large  recent  softening 
of  the  left  occipital  lobe  numerous  large  cells  of  a  phagocytic 
character  {Ahraumsellen  of  the  Germans).  These  cells  were 
free  in  the  tissue,  and  the  adventitia  and  perivascular  lymph 
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spaces  of  blood  vessels  in  the  vicinity  were  crowded  with  them. 
The  cells  without  the  vessels  were  often  grouped  in  colonies  and 
many  gave  the  impression  of  having  coalesced  (Fig.  13).  These 
groups  of  phagocytic  cells  do  not  appear  at  all  comparable  to  the 
plaques  dealt  with  in  this  paper.  Bickel,*"  however,  has  described 
a  like  condition  as  a  variety  of  plaque.  In  this  case  they  were 
interpreted  as  the  usual  reaction  following  any  acute  destruction 
of  nervous  elements. 

The  age  incidence  of  this  group  of  cases  is  shown  in  the  fol- 
lowing table: 

Table  III. 
Decade.  No.  of  Cases. 

7th    7 

8th    7 

9th    3 

Total   cases    17 

VII.  Material  from  Elderly  Subjects  Without  Psychosis. 

Six  cases  constitute  this  group,  but  one  of  them  dying  at  the 
age  of  54  cannot  be  considered,  in  a  strict  sense,  as  a  case  of 
senility.  The  case  was  added  for  the  reason  that  in  the  autopsy 
protocol  "  cerebral  sclerosis  "  had  been  noted.  The  remaining 
5  cases  were  80,  78,  75,  72  and  68  years  of  age  respectively  at 
the  time  of  death. 

Case  XXXIV,  a  man,  80,  without  psychosis,  showed  at  autopsy 
pulmonary  tuberculosis,  chronic  appendicitis,  hydrocele  and 
marked  oedema  of  brain.  Small  pieces  of  brain  fixed  in  formalin 
was  available  from  the  following  areas :  a  six-layer  type  of  cortex, 
probably  frontal,  anterior  central  cortex,  corpus  striatum  and 
hippocampal. 

In  sections  from  all  of  the  blocks  of  tissue  plaques  were  found 
in  goodly  number,  but  most  numerous  in  sections  from  the  hippo- 
campal region  (Fig.  3).  Alzheimer's  intracellular  degeneration 
of  neurofibrils  was  seen  in  some  cells  of  the  large  pyramidal  layer, 
of  Ammon's  horn,  missed  in  the  other  regions  studied.  The  gen- 
eral histological  changes  of  this  case  so  far  as  demonstrable  in 
Bielschowsky  and  Herxheimer's  scarlet  method  for  fat  were  es- 
sentially those  as  appeared  in  cases  of  senile  dementia  reported  in 
this  paper. 
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Cases  XXXV,  XXXVI,  XXXVII,  XXXVIII,  XXXIX,  at 
autopsy,  gave  evidence  of  cerebral  arteriosclerotic  disease,  atro- 
phies, haemorrhag-es,  multiple  focal  softenings  and  the  like. 

In  none  of  the  portions  of  brains  available  from  these  cases 
were  plaques  found.  The  histological  changes  were  more  of  the 
character  of  some  of  the  cases  with  purely  arteriosclerotic  altera- 
tions. 

Case  XXXIV  of  this  series,  the  case  of  Oppenheim,  and  cases 
reported  by  Simchowicz  indicate  clearly  that  plaques  may  be  pres- 
ent without  psychosis,  and  if  the  31-year-old  tabetic  of  Alzheimer 
be  excepted,  may  be  considered  as  evidence  of  senile  involution. 
In  the  same  manner  that  general  histological  changes  of  senile 
dementia  are  intensified  over  those  of  senile  involution,  so  are 
plaques-as  a  rule  more  numerous  in  senile  dementia  than  in  simple 
normal  senile  involution. 

VIII.  Results  of  Examination  of  Material  of  50  Younger 
Subjects  Dying  of  Various  Mental  Diseases. 

In  this  supplementary  group  there  were  27  cases  of  general 
paresis,  4  of  manic-depressive  insanity,  including  a  case  of  in- 
volution melancholia,  3  of  cerebral  lues,  8  of  microcephalic  idiocy, 
2  of  tuberculous  meningitis,  i  of  purulent  meningitis  (strepto- 
coccus infection  from  middle  ear)  in  a  katatonic  dementia  praecox 
35  years  of  age,  2  of  brain  tumor,  i  of  psychosis  associated  with 
anaemia  and  diffuse  degeneration  of  spinal  cord  (Putnam  type), 
5  of  chronic  alcoholism,  4  of  dementia  praecox  and  i  of  marked 
cerebral  arteriosclerosis  in  a  woman  50  years  of  age  with  a  bad 
alcoholic  history,  dying  of  extensive  haemorrhage  into  the  left 
lenticular  nucleus.  In  addition  to  the  above,  a  manic-depressive 
60  year  of  age,  2  general  paretics,  one  68,  the  other  65,  and  a 
woman  76  years  of  age  who  had  been  continuously  in  hospital 
over  40  years,  were  examined. 

None  of  the  cases  in  this  group  exhibited  plaques.  In  the 
arteriosclerotic  woman  dying  from  haemorrhage  and  in  one  of  the 
luetic  cases  (31  year  of  age)  with  multiple  gumma,  large  fiber- 
forming  glia  cells  and  groups  of  macrophages  laden  with  lipoid 
stuff  were  encountered  at  the  periphery  of  gummata  in  the  latter 
case,  and  about  a  small  softening  in  the  former  case.     These 
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cell  colonies,  however,  were  not  the  plaques  with  which  we  are 
concerned  in  this  paper. 

IX.  The  Plaques. 

Methods  Employed. — Bielschowsky's  silver  impregnation 
method,  Mann's  eosin-methylene  blue  mixture,  fuchsin-light 
green,  Mallory's  phosphomolybdic  haematoxylin — the  three  last 
as  employed  by  Alzheimer — Weigert's  glia  and  myeline  sheath 
stain,  Mallory's  glia  stain,  scarlet  after  Herxheimer,  van  Gieson's 
stained  after  alcohol  and  bicromate  fixation,  Haidenhain's  haema- 
toxylin and  toluidin  blue  after  alcohol  and  on  frozen  sections, 
were  the  technical  methods  employed  in  the  microscopical  ex- 
amination of  the  cases.  The  silver  stain  of  Bielschowsky,  Mann's 
stain,  fuchsin-light  green,  Weigert's  glia  method — when  'success- 
ful— and  scarlet  on  fresh  material,  proved  the  most  instructive  for 
study  of  the  plaques.  No  case  which  failed  to  show  plaques  by 
Bielschowsky  method  revealed  these  structures  by  the  other 
methods  employed. 

Microscopic  Appearance  of  Plaques. — The  general  morphology 
of  the  plaques  in  silver  impregnated  sections  and  in  sections 
stained  with  Mann's  solution  is  characteristic.  The  other  meth- 
ods exhibit  certain  details  with  less  uniformity.  The  plaques 
may  be  described  as  discreet  structures  of  variable  size  in  which 
a  dark,  circular,  homogeneous,  nuclear-like  mass  is  centrally  dis- 
IX)sed.  Surrounding  the  dark,  homogeneous  portion  is  an  area 
of  variable  extent,  always  larger  and  lighter  than  the  nuclear 
portion  and  darker  than  the  adjacent  brain  tissue.  {Kern  and 
Hof  respectively  of  Alzheimer.')  In  the  outer  portion  of  the 
plaque  (court),  glia  and  nervous  elements  and  other  not  definitely 
determined  structures,  fibrils,  granules  and  globules,  are  found. 
Under  low  magnifications  (Figs,  i,  2,  3),  even  with  the  oil  im- 
mersion (Figs.  4,  5,  6),  the  plaques  are  usually  circular.  Other 
shapes — square  (Figs.  7,  8),  triangular  (Fig.  9)  and  irregular 
forms  (Fig.  17) — are  encountered.  Certain  reactions  of  the  glia 
in  and  about  the  plaques  serve  to  differentiate  what  appear  to  be 
young  forms  from  old  ones.  The  glia  constituents  and  the  ele- 
ments of  nervous  origin  which  one  finds  within  the  plaque  exhibit 
not  only  progressive  but  regressive  changes  as  well.  The  tinc- 
torial nuances  shown  by  the  not  clearly  determined  substances  of 
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the  outer  portion  indicate  that  these  may  be  of  different  chemical 
composition — probably  stages  in  elimination  of  the  products  of 
degenerated  nervous  structures.  While  the  homogeneous  nuclear 
portion  is  usually  roughly  circular  in  outline,  higher  magnifica- 
tions revealed  a  jagged  periphery  which  frequently  imparts  the 
appearance  of  the  many-pointed  star  of  an  official  seal.  This  is 
usually  well  shown  with  Mann's  stain  and  often  in  silver  prepa- 
rations and  fuchsin-light  green  sections.  A  well-defined  nuclear 
mass,  by  these  methods  does  not  reveal  any  cellular  contents. 
Nevertheless,  plaques,  such  as  Fig.  6,  showed  occasionally  a 
group  of  nuclei  at  the  center,  in  the  position  usually  occupied 
by  the  homogeneous  mass.  Between  these  nuclei  were  clear 
spaces.  Such  microscopical  pictures  were  interpreted  as  encap- 
sulating glia  cells  about  a  nuclear  mass  not  in  the  plane  of  the 
section.  Plaques  without  a  homogeneous  nuclear-like  mass  are 
not  rare  and  for  the  same  reason,  as  pointed  out  by  Alzheimer. 
An  unquestionable  attempt  at  glia  encapsulation  is  often  well 
brought  out  even  in  Bielschowsky  silver  preparations.  Alz- 
heimer '  has  published  a  convincing  illustration  of  glia  encapsu- 
lation of  the  nucleus  shown  in  a  section  stained  after  the  Weigert 
glia  method.  Fig.  6  is  a  photomicrograph  of  a  plaque  displayed 
in  a  silver  impregnated  section  from  Case  X.  Large  fiber-forming 
glia  cells  are  seen  at  the  periphery  sending  fibrils  which  may  be 
traced,  on  the  one  hand,  as  far  as  the  nuclear  mass  and  on  the 
other  hand — in  at  least  one  instance — to  a  nearby  blood  vessel. 
In  the  cases  of  this  series,  the  glia  cells  in  and  about  the  plaques, 
although  showing  at  times  a  rich  fibrillosis,  were  more  frequently 
of  the  type  of  gliogenous  phagocytic  cells.  (Gliogene  Abratctn- 
zellen.  Alzheimer,  Merzbacher  et  al.).  Gliogenous  phagocytic 
cells  in  frozen  sections  treated  with  Herxheimer's  stain  for  lipoid 
substances,  also  with  Mann's  stain  and  fuchsin-light  green  after 
Flemming's  fixation,  are  frequently  met  with.  So-called  amoeboid 
glia  cells  are  also  displayed  in  frozen  sections  stained  with  Mal- 
lory's  phosphomolybdic  acid  haematoxylin.  In  2  cases  of  the 
series  (XII,  XV)  Herxheimer's  stain  displayed  a  fine  bright  red 
stippling  of  the  nuclear  portion  of  the  plaque  which  was  not 
encountered  in  any  of  the  other  cases. 

A  somewhat  distinctive  type  of  plaque  (Fig.  10)  is  best  shown 
in  silver  impr^^ated  sections.     Here  it  will  be  seen,  relatively 
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coarse,  tortuous  curled  and  club-shaped  fibers  dominate  the  pic- 
ture. Other  fine  fibrils  of  about  the  caliber  of  neurofibrils,  are 
encountered.  These  fine  fibrils  and  by  far  the  great  majority  of 
the  coarse  fibrils  were  not  stained  by  any  of  the  methods  which 
display  glia  fibers.  The  fibrils,  as  can  be  seen  from  the  photo- 
micrograph, are  disposed  in  a  radiary  manner.  The  whole  plaque 
presents  much  the  appearance  of  the  ray  fungus  of  actinomycosis 
to  which  it  has  been  likened  by  several  observers  (Achucarro  " 
et  al.).  The  whole  process,  as  shown  in  Fig,  lo,  presents  many 
points  in  common  with  regeneration  of  nervous  elements  in  the 
cerebrospinal  axis  such  as  is  described  by  Bielschowsky,  Pfeifer, 
Marinesco  and  others.  Methods  which  display  axis  cylinders 
reveal  these  fibrils,  although  it  must  be  admitted  in  a  way  which 
suggests  that  the  supposed  axis  cylinders  are  undergoing  a  de- 
generative process.  In  Weigert  myeline  sheath  preparations 
myelinated  axis  cylinders  are  occasionally  seen  within  the  plaque. 
If  we  turn  to  Figs.  5  and  9,  Mann's  solution  and  fuchsin-light 
green  stains  respectively,  many  more  or  less  discreet  or  confluent 
globular  masses  are  shown  in  the  body  of  the  plaque  between 
which  clear  spaces  suggestive  of  channels  are  seen.  Whether  or 
not  these  spaces  are  channels  for  the  passage  of  fluid  stuffs  from 
the  nucleus  to  the  periphery  of  the  plaque,  or  in  the  opposite 
direction,  or  whether  they  represent  a  purely  artificial  fissuring 
resulting  from  the  technique  employed,  is  not  clear.  These  fis- 
sures have  been  found  alike  in  sections  cut  free  after  fixation  in 
Weigert's  glia  mordant  and  in  most  carefully  embedded  material 
after  the  same  fixative,  subsequently  stained  with  Mann's  solu- 
tion. The  plaques  in  sections  treated  with  Mann's  solution, 
except  where  glial  and  vascular  elements  obtrude,  are  stained 
blue,  the  nuclear  body  a  dark  blue,  the  surrounding  globules 
varying  shades  of  a  lighter  blue.  The  globules  shown  in  Fig.  9 
for  the  most  part  are  stained  in  varying  nuances  of  red ;  some- 
times one  or  more  globules  take  on  both  the  red  and  green  ele- 
ments of  the  stain  and  are  then  a  muddy  blue  color.  A  semblance 
of  the  original  glia  reticulum  is  occasionally  shown  in  fuchsin- 
light  green  specimens  (Fig.  9)  within  which  these  globules  seem 
to  lie.  With  both  stains,  as  shown  in  Fig.  6  and  9,  discreet 
globules  may  be  seen  and  larger  masses  which  appear  to  have 
been  brought  about  by  a  coalescence  of  smaller  globules.  Further, 
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there  are  globules  which  appear  to  be  the  result  of  thickening  of 
trabeculae  in  the  diffuse  glia  mesh. 

Some  plaques  (Figs.  7,  8,  10)  show  a  thickening  of  fibrils 
about  the  periphery.  Some  of  these  fibers  are  evidently  glia,  as 
shown  by  various  stains,  and  others  appear  to  be  axis  cylinders. 
But  the  great  majority  of  plaques  (Fig.  4)  were  without  evidence 
of  thickening  or  proliferation  of  fibrils  about  their  periphery. 

Topographic  and  Stratigraphic  Distribution  of  Plaques. — 
Plaques  when  present  are  usually  widely  distributed  throughout 
the  cerebrum.  Areas  of  predelection,  independent  of  general 
pathological  alterations,  are  not  the  rule,  at  least  not  in  this 
series.  Case  IX,  however,  exhibited  plaques  only  in  the  left  pre- 
frontal and  left  hippocampal  regions.  The  left  prefrontal  and 
left  hippocampal  in  this  case  had  nothing  in  the  way  of  general 
gross  alterations  or  even  histopathological  changes,  save  plaques, 
to  distinguish  them  from  the  corresponding  regions  of  the  right 
side.  But  in  general  it  may  be  said,  the  frontal  lobes  and  the 
hippocampal  regions  display  the  greatest  richness  in  plaques.  Pre- 
cisely these  are  the  regions  which  show  generally  the  most  ad- 
vanced and  most  extensive  histological  lesions  in  the  brains  of 
aged  persons,  whether  dying  insane  or  not.  Cases  IX,  XIV, 
XV,  exhibited  in  Tj  and  transverse  gyri  of  Heschl,  a  richness 
of  plaques  equal  to  that  found  in  any  prefrontal  region  of  the 
entire  series.  Here,  however,  their  number  is  commensurate 
with  the  general  pathological  lesions  found  in  this  area  (see 
clinical  analysis,  p.  176).  In  general  the  occipital  cortex  shows 
the  fewest  plaques,  but  one  case  (V)  presented  in  the  occip- 
ital cortex  almost  if  not  quite  as  many  plaques  as  were  shown 
in  its  prefrontal  regions.  In  this  series,  plaques  have  been 
found  in  the  basal  ganglia,  white  substance  of  the  cerebrum  and 
in  the  brain  stem,  also  in  medulla.  In  the  cerebellum  no  typical 
plaques  were  found,  but  in  Cases  XIII  and  XV  in  areas  of  the 
molecular  layer,  dark  and  light  staining,  large  as  well  as  small 
corpora  amylacea  were  seen  in  some  foliae,  missed  in  others. 
Around  these  corpora  there  was  occasionally  a  proliferation  of 
glia  fibers  such  as  seen  about  numerous  corpora  amylacea  in  the 
hippocampal  region  of  Case  XXXI.  No  plaques  have  been  found 
in  the  spinal  cord,  although  cords  were  not  available  for  all  the 
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cases.  Finally  the  portion  of  convolutions  forming  the  lips  of 
sulci  show  more  plaques  as  a  rule  than  the  summit  area. 

As  regards  the  stratigraphic  distribution  of  plaques  in  the 
cerebral  cortex  considerable  variability  was  shown.  No  cortical 
layer  appears  immune  as  a  possible  site  for  plaques.  In  a  section 
where  plaques  are  not  numerous  they  are  most  generally  confined 
to  the  layers  of  small  and  medium-sized  pyramidals.  In  other 
instances,  especially  where  clinical  symptoms  and  general  patho- 
logical changes  were  severe,  an  unbroken  array  of  plaques  ex- 
tending from  just  beneath  the  pia,  throughout  all  the  cortical 
laminae,  deep  into  the  white  substance  could  be  demonstrated 
(Fig.  2).  In  the  hippocampal  region,  an  area  often  equally  rich 
as  the  frontal  for  its  content  of  plaques,  the  greatest  involvement 
is  usually  found  in  the  layer  of  large  pyramidal  cells,  but  numer- 
ous plaques  in  all  layers  of  this  region  are  common.  (Fig.  3.) 
Here,  too,  the  largest  plaques  are  most  generally  found.  (Com- 
pare Figs.  2  and  3,  which  are  photographs  of  the  same  magnifica- 
tion, one  representing  the  prefrontal  region,  the  other  the  hippo- 
campal.) 

In  the  white  substance  of  convolutions,  plaques,  when  present, 
are  more  numerous  just  beneath  the  cortex.  Nevertheless,  in  the 
very  center  of  the  marrow  stalk  of  many  gyri  a  goodly  number 
have  been  frequently  found. 

Relation  of  Plaques  to  Glia  and  Nervous  Elements  and  to  the 
Vascular  Apparatus. — The  presence  of  glial  elements  in  and 
about  plaques  has  been  noted  by  practically  all  observers  who 
have  studied  these  miliary  areas,  but  the  interpretations  of  the 
glial  elements  have  varied.  From  the  studies  of  Held,"  Alz- 
heimer "'  and  others,  we  have  learned  that  the  glia  is  more  than  a 
support  structure  for  the  mesoblastic  and  nobler  epiblastic  ele- 
ments of  the  central  nervous  system  and  a  replacement  tissue  in 
case  of  destruction  of  nervous  elements ;  that  an  important  group 
of  glia  cells  does  not  proliferate  fibers ;  that  proliferated  glia  fibers 
are  not  necessarily  emancipated,  as  was  formerly  supposed;  that 
appreciable  cellular  glial  proliferation  may  take  place  in  advance  of 
demonstrable  alterations  in  the  morphology  of  nervous  elements ; 
and  that  the  glia  possesses  scavenger  functions  which,  perhaps, 
are  as  important  as  any  other  function  of  this  many-sided  tissue. 
In  and  about  the  plaques  almost  every  known  characteristic  of 
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the  glia  is  demonstrable.  While  some  of  the  glia  phenomena  may 
quite  safely  be  looked  upon  as  secondary  reactions  to  the  plaques 
as,  for  example,  attempts  at  encapsulation  by  means  of  a  rich 
fibrillosis — others  are  not  so  easily  explained.  Whether  or  not 
we  can  consider  the  plaques  as  originally  groups  of  glia  cells 
— secondary  to  some  stimulus  and  yet  primary  in  so  far  as 
plaque  morphology  is  concerned — undergoing  regressive  changes 
into  which  nervous  elements  proliferate  and  later  degenerate,  is 
not  clear.  In  any  case,  the  problem  as  to  the  original  stimulus 
which  gave  rise  to  the  primary  glial  proliferation,  whether  orig- 
inating from  nervous  elements  or  inherent  in  the  glia  itself,  must 
be  faced,  even  though  a  definite  solution  may  not  be  reached. 

Alzheimer*  early  maintained  that  certain  glial  proliferations 
surrounding  corpora  amylacea  and  other  bodies  were  identical 
with  the  miliary  sclerosis  described  by  Redlich.  Recently '  he 
has  argued  a  similar  origin  for  plaques  and  amyloid  bodies.  But 
the  views  concerning  the  origin  of  amyloid  bodies  differ,  falling 
readily  into  two  classes :  those  which  contend  for  an  origin  from 
regressive  alteration  in  nervous  elements  and  those  which  assign 
their  origin  to  degenerated  gHa  cells.  As  early  as  1857  Roki- 
tansky"  maintained  that  these  structures  had  their  origin  in 
regressive  metamorphosis  of  myelin  elements.  Rindfleisch,"  in 
a  series  of  observations,  published  in  1863,  stated  that  some  of 
the  small  uninuclear  cells  between  the  fibers  (presumably  glia 
fibers)  undergo  an  amyloid  degeneration  and  concluded  that  the 
familiar  corpora  amalycea  had  their  origin  in  this  manner.  From- 
man,™  in  1867,  ^^so  advocated  a  glial  origin. 

Turning  to  more  recent  contributions  which  deal  with  the 
origin  of  amyloid  bodies,  we  have  on  the  one  hand  Ceci  **  (1881), 
SchaflFer"  (1890),  HolschwenikofT "  (1890),  Siegert"  (1892), 
Stroebe  **  ( 1894) ,  Catola  and  Achiicarro  "  ( 1906) ,  Nager  "  ( 1906) 
and  Wolf*'  (1907),  maintaining  an  origin  from  degenerating 
myelin  sheaths,  axis  cylinders,  end  products  of  degeneration  of 
nervous  elements  and  the  like.  In  short  an  origin  from  nervous 
elements.  On  the  other  hand,  Redlich"  (1892),  Obersteiner ** 
(1900),  Nambu"  (1907)  and  Hamilton"  (1910),  are  convinced 
of  the  glial  origin  of  corpora  amylacea.  It  has  been  pointed  out 
that  amyloid  bodies  are  generally  found  within  the  meshes  of 
the  glia  reticulum.     Quite  generally,  when  not  encapsulated  by 
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actively  proliferating  fiber-forming  glia  cells,  amyloid  bodies  in 
the  central  nervous  system,  are  surrounded  by  a  mass  of  glia 
fibers  which,  while  variable  in  extent,  do  not  seem  to  be  due  to  a 
crowding  of  the  trabeculae  of  the  diffuse  glia  net  but  apparently 
the  result  of  a  true  fibrillosis.  This  is  especially  well  shown  even 
in  Nambu's  Fig.  i.  The  fibrillary  glia  wrapping  about  amyloid 
bodies,  recorded  in  Case  XXXI  of  this  series  (p.  193),  and  the 
amyloid  bodies  in  the  molecular  layer  of  the  cerebellar  cortex  of 
Cases  XIII  and  XV  with  their  surrounding  glia  elements  show 
much  in  the  way  of  glia  reactions  that  are  found  in  and  about  the 
plaques. 

That  actual  proliferation  of  axis  cylinders  may  take  place  in 
the  portion  of  the  plaque  peripheral  to  the  nuclear-like  body  is 
demonstrated  in  many  sections  from  the  cases  of  this  series.  The 
proliferated  nervous  elements  do  not  appear  to  differ  essentially 
from  the  proliferation  of  axis  cylinders  in  glioma,  focal  com- 
pression of  spinal  cord  (Bielschowsky "),  injuries  (Pfeifer'^) 
and  experimental  lesions  ( Marinesco "  and  Marinesco  and 
Minea").  These  proliferations  of  axis  cylinders  the  writer  is 
inclined  to  consider  as  ineffectual  attempts  at  replacement. 

With  regard  to  plaques  and  ganglion  cells  the  examination  of 
the  cases  here  reported  furnishes  no  good  reason  for  supposing 
an  origin  from  degenerated  ganglion  cells.  True,  ganglion  cells 
at  the  periphery  of  plaques  or  even  well  within  plaques  are  not 
rare  findings.  The  great  majority  of  plaques,  however,  do  not 
show  any  especial  affiliation  with  ganglion  cells.  It  is  also  true 
that  in  not  a  -few  instances  where  ganglion  cells  are  seen  at  the 
periphery  or  within  the  plaques  such  cells  exhibit  a  fair  state  of 
preservation.  Perhaps  the  best  argument  which  may  be  used 
against  a  ganglion  cell  origin  is  the  frequent  appearance  of  a 
great  number  of  plaques  in  the  molecular  layer  and  white  sub- 
stance of  the  cerebrum  and  this  too  without  the  slightest  evidence 
of  a  heterotropia  of  the  stratigraphy  of  ganglion  cells. 

Several  observers  have  called  attention  to  the  not  infrequent 
proximity  of  plaques  to  small  blood  vessels  and  the  similarity,  if 
not  identity,  of  many  granules  found  in  plaques  to  granules 
found  in  the  walls  of  the  vascular  apparatus  under  conditions  of 
active  destruction  of  nervous  elements.  In  the  16  cases  exhibit- 
ing plaques,  while  proximity  to  blood  vessels  was  not  rare — in- 
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Stances  of  which  may  be  seen  in  Figs.  7  and  8 — the  great  majority 
of  plaques  were  distributed  without  any  such  reference. 

Association  of  Plaques  with  Alzheimer's  Intracellular  Degene- 
ration of  Neurofibrils. — In  the  study  here  reported,  the  type  of 
intracellular  degeneration  of  neurofibrils  to  which  Alzheimer  was 
the  first  to  call  attention,  has  been  found  in  some  of  the  severe 
cases  of  senile  dementia,  in  some  comparatively  mild  cases,  in  the 
case  of  precocious  senile  dementia  (type  of  Alzheimer  and  Peru- 
sini)  and  in  the  case  of  an  elderly  man  dying  without  psychosis. 
The  number  of  cells  exhibiting  this  type  of  neurofibril  degenera- 
tion was  variable,  some  of  the  cases  showing  only  a  few  such 
cells,  while  in  others,  particularly  in  the  frontal  regions,  by  far 
the  great  majority  of  cells  were  so  affected.  In  some  sections  it 
was  difficult  to  find  a  ganglion  cell  which  did  not  show  the  altera- 
tion. The  small  and  medium-size  pyramidal  cells  furnished  the 
largest  number  of  exemplars  next  to  these  the  cells  of  the  fusiform 
layer.  In  3  cases  (XII,  XIII,  XV),  particularly  in  the  frontal  re- 
gions but  also  in  regions  of  marked  atrophy,  all  of  the  cortical  lam- 
inae were  affected  to  the  same  extent.  In  another  group  of  3  cases 
such  cells  were  found  only  in  sections  from  the  cornu  Ammonis. 
Indication  of  this  type  of  degeneration  is  also  seen  in  sections 
treated  by  other  methods  which  do  not  ordinarily  display  neuro- 
fibrils. In  sections  from  corresponding  areas  treated  after  the 
Nissl  method  the  evidence  of  marked  cell  degenerations  is  seen 
(Fig.  16).  The  distribution  and  intensity  of  ganglion  cells 
affected  with  Alzheimer's  degeneration  corresponds  on  the  whole 
with  the  distribution  and  intensity  of  general  gross  and  histo- 
pathological  lesions.  Well-developed  Alzheimer  degeneration  of 
neurofibrils  was  found  only  in  brains  showing  plaques.  One  of 
the  cases  discussed  under  Section  VIII,  a  manic-depressive  55 
years  of  age,  exhibited  many  cells  of  the  character  shown  in  the 
drawing  (Fig.  12).  Such  cells  were  also  found  in  cases  in  which 
many  cells  exhibited  a  well-marked  Alzheimer  degeneration  and 
are  interpreted  as  possibly  an  early  stage  in  the  process  which 
leads  to  the  peculiar  whirl-like  and  snarled  arrangement  in  the 
tj-pical  late  stage.  Nothing  quite  comparable  was  shown  in  the 
supplementary  material,  nor  in  the  brains  of  the  17  elderly  sub- 
jects dying  insane  but  without  plaques.  A  translation  of  Alz- 
heimer's description  of  the  order  of  changes  in  the  intracellular 
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neurofibrils  which  lead  up  to  the  peculiar  alterations  has  been  given 
above  (p.  153),  to  which  the  writer  can  add  nothing  essential. 
The  photographs  (Fig.  11)  of  the  extreme  manner  in  which  some 
cells  may  be  affected  are  more  eloquent  than  a  verbal  description. 
Eight  of  the  plaque  cases  exhibited  this  type  of  ganglion  cell 
degeneration. 

Attention  would  also  be  called  to  certain  alterations  found  in 
ganglion  cells,  generally  among  the  large  pyramidals  of  Ammon's 
horn,  rarely  in  other  portions  of  the  cerebrum  (frontal  region), 
which  Simchowicz  describes  under  the  name  of  argentophile 
bodies.  These  bodies  are  small,  homogeneous,  usually  circular 
bodies  surrounded  by  clear  spaces.  The  argentophile  bodies  are 
smaller  than  glia  nuclei  and  are  more  numerous  in  cells  from 
which  neurofibrils  seem  to  have  disappeared  (Fig.  15).  The 
impression  is  that,  perhaps,  here  we  have  to  deal  with  co- 
agulative  residue  of  neurofibrils,  in  a  certain  sense  a  process  com- 
parable to  that  which  leads  to  the  formation  of  Alzheimer  de- 
generation. Large  argentophile  bodies,  such  as  described  by 
Alzheimer  in  a  case  of  circumscribed  senile  atrophy,  were  not 
found  in  this  series,  not  even  in  the  cases  in  which  there  were 
areas  of  marked  focal  atrophy. 

X.  Senile  Dementia. 

Campbell  "*  in  1894,  although  not  the  first  to  call  attention  to 
certain  characteristic  changes  in  the  ganglion  cells  in  cases  of 
senile  dementia,  wrote :  "  The  most  striking  and  constant  change 
of  senile  insanity,  however,  is  pigmentary  or  fuscous  degenera- 
tion, which  affects  all  nerve  cells  of  any  size ;  some  large  pyra- 
midal cells  and  ganglial  cells  of  the  paracentral  cortex  may  be 
seen  wherein  the  change  has  advanced  so  far  that  the  protoplasm 
is  almost  entirely  replaced  by  pigment."  Hodge,"  about  the  same 
time,  in  a  communication  on  senile  changes  of  ganglion  cells  in 
man  and  the  honey-bee,  while  not  insisting  "  that  nerve  tissue  is 
of  any  more  importance  in  relation  to  physiological  dying  than 
any  other  tissue,"  contends  that,  the  ganglion  cell  changes  found 
in  senium  are  to  be  interpreted  as  normal  physiological  changes, 
the  counterpart  of  which  may  be  seen  in  the  parenchymatous  cells 
of  other  organs  undergoing  involution.  In  so  far  as  offering  an 
explanation  for  the  cerebral  histology  of  senile  dementia,  Hodge's 
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viewpoint,  while  having  won  staunch  adherents,  has  not  received 
universal  recognition.  Robertson,"  Carrier,"  Alzheimer,"  Frank- 
hauser  "  and  quite  recently  Simchowicz,*  can  see  in  the  histological 
picture  presented  by  brains  of  persons  dying  from  uncomplicated 
senile  dementia  nothing  but  an  intensification  of  the  histophysio- 
logical  alterations  of  normal  senium.  Siemerling,"  Appledorn," 
Fischer,"  Leri " "  et  al.,  and  in  a  certain  sense  Southard,"  too, 
conceive  special  pathological  factors  in  addition  to  the  normal 
alterations  of  senium,  although  the  conception  of  these  patho- 
logical factors  are  not  definitely  formulated. 

In  the  earlier  fatigue  experiments  of  Hodge""""'*  and  the 
more  recent  experiments  conducted  by  DoUey"  ganglion  cell  al- 
terations, comparable  to  changes  encountered  in  ganglion  cells  of 
persons  dying  of  senile  dementia,  were  produced  in  normal  adult 
and  young  animals.  In  the  one  case,  these  alterations  may  be 
looked  upon  as  the  expression  of  cell  exhaustion  experimentally 
accomplished  in  short  time;  in  the  other,  on  account  of  their 
general  character,  no  less  a  process  of  cell  exhaustion  produced 
by  factors  in  operation  over  a  long  period.  Whether  the  typical 
picture  of  the  ganglion  cells  in  senile  dementia,  or  for  that 
matter,  the  psychosis  itself,  is  the  result  of  chronic  intoxication — 
a  view  to  which  Leri"  inclines — or  whether  these  cell  changes 
are  representative  simply  of  a  physiological  apparatus  worn  out 
by  long  continued  use,  seem  of  secondary  importance ;  for  very 
likely  beyond  these  lie  other  factors  more  fundamental  and  of 
greater  moment. 

Southard  **  and  Leri "  have  urged  particularly  that  one  must 
always  distinguish  the  clinical  and  anatomical  changes  of  senium 
from  changes  which  are  only  coincident  with  senium.  This  point 
the  writer  believes  is  well  taken ;  for  all  too  frequent  mental  con- 
ditions and  anatomical  findings  which  have  little  or  nothing  to  do 
with  senile  dementia  are  classed  among  the  distinguishing  feat- 
ures of  the  psychosis. 

The  gross  brain  anatomy  usually  found  associated  with  senile 
dementia  is  too  familiar  to  be  recounted,  but  a  word  should  be 
said  of  the  commonly  associated  atrophy  and  arteriosclerosis  to 
which  great  etiological  significance  has  been  generally  ascribed. 
As  in  the  Danvers  State  Hospital  cases  recently  reported  by  South- 
ard" so,  in  the  33  elderly  subjects  dying  insane  recorded  in  this 
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paper,  not  one  was  without  macroscopic  evidence  of  arterio- 
sclerosis. But  the  degree  of  associated  atrophy  was  not  always 
commensurate  with  the  degree  of  arteriosclerosis,  nor  even  when 
reversely  stated  was  a  definite  relationship  established.  These 
findings,  then,  are  also  consonant  with  those  of  McGaffin  "  in  his 
recent  study  of  the  Taunton  State  Hospital  material. 

To  determine  the  existence  or  non-existence  of  atrophy  from 
the  accepted  normal  average  brain  weights  is  far  from  satisfac- 
tory for  the  reason  of  wide  variations  within  the  normal.  The 
estimation  of  atrophy  from  the  macroscopic  appearance  of  the 
brain  is  also  susceptible  to  error,  for,  as  pointed  out  by  Reichardt," 
von  Torok,"  Rosanoff  and  Wisemann,'*  and  others,  skull  capacity 
must  be  taken  into  consideration  in  deciding  for  or  against  the 
existence  of  brain  wasting.  Until  comparatively  recently  no 
attempts  have  been  made  to  estimate  skull  capacity  in  relation  to 
brain  weights  and  such  methods  as  have  been  sugested  are  tenta- 
tive at  best. 

Attention  has  been  called  (p.  158)  to  the  existence  in  this  series 
of  so-called  normal-weight  brains  with  manifest  atrophy  and 
gross  focal  lesions.  One  brain  below  the  accepted  standard  for 
normal  weight  exhibited  only  a  minimum  of  gross  vascular 
change  which  could  be  attributed  to  arteriosclerosis    (p.   159). 

Southard  "  asks  the  very  pertinent  question :  "  Granting  that 
physiological  brain  atrophy  occurs,  how  can  we  distinguish  patho- 
logical atrophy  therefrom  ? "  He  then  proceeds  to  answer : 
"  First,  the  loss  in  weight  is  more  marked  in  the  latter.  Secondly, 
the  onset  of  the  process  may  be  premature.  Thirdly,  the  progress 
of  the  atrophy,  as  distinguished  by  clinical  observation,  may  be 
much  more  rapid.  Fourthly,  a  group  of  cases  will  show  differen- 
tial loss  in  brain  weight,  whereas  the  other  organs  will  maintain 
weight  better."  Southard  does  not  contend  against  "  general 
nutritive  conditions,  in  part  arteriosclerotic  in  origin,"  as  etio- 
logical factors  in  senile  dementia,  but  argues  that  local  vascular 
changes  as  producers  of  atrophy  have  not  been  proven.  He 
thinks  that,  "  senile  atrophic  changes  in  general "  are  "  similar  to 
those  unknown  conditions  which  underlie  thymus  atrophy  or 
menopause  changes."  One  gathers  from  Bolton's""  researches 
that  he  conceives  for  many  forms  of  insanity  an  arrested  develop- 
ment of  certain  cortical  layers  which  may  explain  in  part  the 
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generally  low  brain  weights  in  persons  dying  insane.  In  Bolton's 
senile  dementia  cases,  however,  there  were  reported  instances 
in  which  brains  weighed  well  within  the  accepted  normal  range. 
In  the  series  of  cases  here  reported,  much  smaller  to  be  sure  than 
Bolton's  (the  latter's  included  looo  cases  of  various  forms  of 
insanity),  "  the  relationship  of  the  degree  of  wasting  to  the  degree 
of  dementia  "  was  not  always,  or  even  commonly,  "  very  exact." 
Finally,  concerning  atrophy,  attention  would  be  called  to  the 
studies  of  Donaldson"  who,  nevertheless,  emphasizes  the  danger 
of  applying  conclusions  drawn  from  laboratory  experiments  on 
lower  animals,  where  conditions  may  be  controlled,  to  man,  where 
conditions  are  almost  never  controllable.  To  quote  Donaldson: 
"  The  brain,  like  other  organs,  has  much  water  in  it.  I  have 
followed  in  the  rat  the  change  in  the  percentage  of  this  water 
from  birth  to  maturity.  It  diminishes  by  approximately  ten  points 
and  this  diminution  is  very  closely  correlated  with  age.  At  birth 
the  water  forms  about  88  per  cent  of  the  brain,  and  at  maturity, 

about  78  per  cent For  the  percentage  of  water  in  the 

human  brain  the  data  are  meager,  but  so  far  as  we  can  gather 
them,  they  correspond  to  those  for  the  rat,  and  when  adjusted 
for  the  rapidity  of  growth,  the  curve  for  man  fits  that  for  the  rat. 
A  very  striking  coincidence." 

Concerning  the  vascular  changes,  Friedmann"  differentiates 
the  physiological  vascular  alterations  of  senium  from  the  patho- 
logical vascular  alterations  by  atrophy  of  the  muscular  coats  in 
the  former  and  proliferation  of  the  connective  tissue  fibers  in  the 
latter. 

It  would  follow,  at  least  in  part,  from  the  cited  observations 
and  the  observations  recorded  in  this  paper,  that  atrophy  and 
arteriosclerosis  in  senile  dementia  rather  than  dependent  the  one 
upon  the  other  are  often  merely  coincident,  but  it  is  conceivable 
that  the  latter  under  certain  conditions — disturbance  of  the  nutri- 
tive supply,  etc. — may  hasten  or  increase  the  former. 

The  microscopical  findings  in  the  brains  of  the  33  elderly  sub- 
jects of  this  series  are  on  the  whole  sufficiently  distinctive  to 
separate  the  cases  into  two  chief  groups,  and  this  not  alone  by 
the  presence  or  absence  of  plaques,  but  by  the  sum  of  their  his- 
tological alterations  which  show  certain  differences  of  a  qualita- 
tive character. 
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The  histological  changes  of  the  16  plaque  cases  will  be  briefly 
considered  in  the  order  o£  pial,  vascular,  glial  and  ganglion  cell 
alterations : 

The  pia  in  all  of  the  plaque  cases  save  one,  Case  II,  exhibited 
proliferative  alterations,  more  marked  in  some  of  the  cases  than 
in  others,  most  pronounced  over  the  frontal  convexity,  the  upper 
half  of  the  central  convexity,  over  the  larger  sulci — particularly 
the  Sylvian — and  over  the  superior  surface  of  the  cerebellum. 
The  pial  hyperplasia  consists  in  a  proliferation  of  its  most  external 
cells  (endothelial  layer),  a  great  increase  in  number  and  thick- 
ness of  connective  tissue  fibers  and  the  fibroblasts  which  give  rise 
to  such  fibers.  The  fibroblasts  frequently  exhibit  regressive 
alterations.  These  proliferated  elements  of  the  pia  produce  a 
thickening  of  the  membrane  of  from  4  to  8,  or  even  more  times,  the 
normal  thickness  of  this  structure.  Between  the  proliferated 
fibers  large  heavily-laden  pigmented  cells  of  the  same  general 
character  as  the  macrophages  (Koernchen  Zellen)  of  the  cortex 
are  found,  their  number  usually  proportionate  to  the  number  of 
such  cells  found  in  the  walls  of  the  cortical  vascular  apparatus. 
The  content  of  these  cells  is  shown,  by  suitable  dyes,  to  be  chiefly 
so-called  lipoid  substances.  Extracellular  lipoid  granules  are 
also  encountered  free  in  the  pial  mesh.  Here  and  there  in  sec- 
tions of  the  pia,  lymphoid  cells  are  occasionally  seen  but  never  in 
great  number  and  in  some  of  the  cases  a  few  mast  cells  are  ob- 
served. None  of  the  cases  exhibited  plasma  cells.  The  "  osteoid 
plates  "  described  by  Robertson  are  not  rare  findings,  but  these 
precursors  of  the  commonly  occurring  spinal  osteomata  are,  how- 
ever, far  less  numerous  in  the  cerebral  distribution  of  the  mem- 
brane than  in  the  spinal  pia.  The  blood  vessels  of  the  pia  present 
much  the  same  condition  as  will  be  described  for  the  vessels  of 
the  brain. 

The  vascular  alterations  are  regressive  as  well  as  progressive, 
on  the  whole,  the  former  predominating.  In  alcohol-fixed  mate- 
rial stained  with  toluidin  blue  or  with  Nissl's  methylene  blue- 
soap  solution,  the  endothelial  cells  of  large  and  small  vessels 
exhibit  frequently  a  darkly  staining  and  rather  elongated  nucleus. 
More  frequently  than  not  the  protoplasm  of  endothelial  cells  is 
tinged,  exhibiting  also  lipoid  granules.  With  Herxheimer's  fat 
stain  the  lipoid  content  of  endothelial  cells  is  well  displayed. 
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Swelling-  and  splitting  of  the  elastica  are  frequently  very  pro- 
nounced in  the  larger  vessels.  The  cells  of  the  muscularis  gener- 
ally show  a  rich  fatty  content  and  markedly  degenerated  elements 
are  common  among  them.  The  adventitial  cells  are  commonly 
proliferated,  but  the  most  striking  feature  of  these  cells  is  their 
rich  lipoid  content.  Here,  too,  one  finds  frequently  free  lipoid 
granules  and  richly  pigmented  macrophages  such  as  described  for 
pia.  The  connective  tissue  fibers  in  some  of  the  cases,  usually  in 
the  older  subjects,  were  markedly  proliferated,  in  small  as  well 
as  in  large  vessels.  So  marked  was  the  fibrous  proliferation  of 
the  vessel  wall  in  such  instances  that  the  process  could  worthily 
be  designated  as  an  "  arteriofibrosis  "  (Fig.  14).  The  arterio- 
fibrosis  was  best  displayed  in  Bielschowsky  silver  impregnated 
sections  and  in  sections  treated  with  Mann's  eosin-methylene  blue 
solution.  These  proliferated  fibers  are  arranged  either  in  a  thick 
annular  manner  or  in  a  series  of  spirals  which  give  a  latticed 
appearance.  Three  of  the  non-plaque  cases  also  presented  a 
rather  marked  arteriofibrosis,  but  these  were  among  the  oldest 
subjects  of  the  group  which  aside  from  a  plaque  had  much  in 
common,  histologically,  with  the  plaque  cases  as  a  whole.  Hya- 
line degeneration  of  the  wall  of  small  vessels  is  occasionally 
encountered  but  less  frequently  than  in  the  seven  more  typically 
arteriosclerotic  cases  of  the  non-plaque  group.  Depending  upon 
the  degree  of  cortical  disturbance  and  upon  the  acute,  subacute  or 
chronic  character  of  these  disturbances  great  numbers  of  heavily 
pigmented  macrophages  are  seen  in  the  adventitia  and  perivas- 
cular lymph  spaces. 

The  glia  changes  are  also  progressive  and  regressive  in  char- 
acter, the  former,  perhaps,  predominating.  These  changes  affect 
the  cellular  as  well  as  the  fibrillary  glia.  Colonies  of  small  fiber- 
forming  glia  cells  and  colonies  of  giant  glia  cells  are  encountered 
in  the  cortex.  The  glia  "  keel "  of  the  molecular  layer  is  of 
gfreater  extent  than  normal  and  in  many  instances  equal  in  extent 
to  the  glia  proliferation  found  in  this  region  in  cases  of  general 
paresis.  The  caliber  of  the  proliferated  glia  fibers,  however,  is 
more  delicate  than  the  proliferated  fibers  of  general  paresis. 
Many  of  the  glia  cells,  not  only  those  in  the  vicinity  of  degenerat- 
ing ganglion  cells,  show  a  rich  pigment  content  of  their  proto- 
plasm, fuscous  stuff  of  apparently  the  same  character  as  that 
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seen  in  ganglion  cells.  In  cells  of  the  spider  type  yellow  pigment 
(toluidin,  blue,  stained  red  with  Herxheimer's  scarlet  stain)  de- 
posited in  fine  granules  is  often  seen.  Where  a  process  is  given 
off  from  such  a  cell  to  a  nearby  blood  vessel  the  impression  is 
imparted  that  in  this  manner  a  part  at  least  of  the  products  of 
pathological  metabolism  find  their  way  to  the  blood  stream  for 
elimination.  A  noticeable  feature  of  these  16  cases  was  the  com- 
paratively insignificant  satellitosis.  Where  ganglion  cells  are 
the  most  degenerated,  as  for  example  those  cells  showing  an 
advanced  stage  of  Alzheimer  intracellular  degeneration  of 
neurofibrils,  satellites  are  either  entirely  absent  or  at  most  exhibit 
in  their  vicinity  only  a  few  such  cells,  and  this  regardless  of  the 
cortical  laminae  in  which  such  cells  are  found.  Aside  from  the 
types  of  glia  cells  already  mentioned  amoeboid  glia  cells  (Alz- 
heimer) gliogenous  phagocytic  cells  and  a  few  rod  cells  {Stdb- 
chen  Zellen)  of  glial  origin  are  encountered. 

The  most  striking  characteristics  of  the  ganglion  cells  are 
atrophy,  tortuous  dendrites  which  in  Nissl  preparations  may  be 
followed  for  a  considerable  distance  from  the  cell,  and  marked 
yellow  pigmentation.  The  pigmentation  is  not  confined  to  the 
base  of  the  cell  but  generally  deposited  throughout  the  cell  and 
may  be  followed  in  the  apical  dendrite  as  far  as  this  process  is 
visible.  The  intense  lipoid  pigmentation  is  best  seen  in  frozen 
section  stained  with  scarlet  after  Herxheimer.  Some  of  the  cells 
are  mere  shadows,  some  are  encrusted,  others  present  large  vac- 
uoles. In  addition  to  these  chronic  nerve-cell  changes  acute 
changes  are  often  superimposed.  The  neurofibril  changes,  on  the 
whole,  are  such  as  previously  described  by  Bielschowsky  and 
Brodmann,™  the  writer  **  and  others,  8  of  the  cases  exhibiting  Alz- 
heimer degeneration.  While  there  is  usually  no  marked  dis- 
turbance in  cell  lamination,  as  in  general  paresis,  there  are  in- 
stances of  considerable  diminution  in  the  number  of  cells  present. 
Where  Alzheimer  degeneration  is  advanced  indications  of  cell 
devastation,  although  not  en  bloc,  are  seen  in  corresponding 
Nissl  preparations  from  the  same  regional  areas.  Finally  the 
presence  of  plaques  in  greater  or  less  number  serves  as  an  addi- 
tional microscopical  feature  to  differentiate  these  cases. 

In  the  non-plaque  material  from  elderly  subjects  dying  insane, 
as  pointed  out  above,  7  are  clearly  arteriosclerotic  dementia  on 
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their  clinical  side.  These  7  cases  present  wedge-shaped  cortical 
areas  of  destruction  in  which  there  is  marked  fibrillary  glia  pro- 
liferation. In  3  of  the  cases  if  one  puts  aside  the  focal  lesions 
the  remaining  anatomical  changes  are  not  essentially  different 
from  the  preceding  group,  save  in  the  absence  of  plaques.  On  the 
other  hand,  one  of  the  plaque  cases  presents  the  general  histo- 
logical lesions,  including  wedge-shaped  areas  of  cortical  destruc- 
tion as  found  in  7  cases  of  this  group.  The  plaque  cases,  as  a 
whole,  present  lesions  more  closely  allied  to  senile  dementia  and 
normal  senile  involution,  the  non-plaque  cases,  by  and  far,  lesions 
which  are  better  classed  as  arteriosclerotic. 

The  general  histological  changes  found  in  Case  XXXIV,  an 
elderly  subject  without  psychosis,  are  essentially  the  same  as 
those  of  the  plaque  cases,  though  of  less  intensity.  The  histo- 
logical changes  in  the  remaining  5  subjects  were  more  of  the 
character  of  lesions  found  in  the  purely  arteriosclerotic  cases. 

XI.  Summary  and  Conclusions. 

The  central  point  of  this  study  has  been  the  miliary  plaques 
commonly  found  in  the  brains  of  persons  dying  at  an  advanced 
age.  Consideration,  however,  has  been  given  many  other  factors 
which  might  have  a  causative  relationship,  or  at  least  serve  as  an 
explanation  for  these  peculiar  structures.  A  reasonable  number 
of  cases,  89,  have  been  studied  more  or  less  systematically  and  4 
other  cases  added  to  the  supplementary  group  discussed  under 
Section  VIII  brings  the  total  to  93.  Some  of  the  findings  lead 
to  conclusions  which  may  be  stated  with  a  degree  of  positiveness 
almost  axiomatic;  others  still  await  interpretation.  The  results 
of  this  study  may  be  simimarized  as  follows : 

(i)  While  87.5  per  cent  of  plaque  cases  exhibited  atrophy 
sufficiently  marked  to  be  detected  with  the  unaided  eye,  other 
cases  with  equally  marked  atrophy  were  without  plaques.  Cases 
with  brains  weighing  well  within  the  range  of  accepted  normal 
weight  have  shown  plaques  on  microscopical  examination,  while 
other  cases  coming  under  the  same  category  have  been  negative. 

(2)  A  large  percentage,  62,  of  plaque  brains  exhibited  gross 
focal  lesions  resulting  from  arteriosclerosis  and  all  showed  more 
or  less  advanced  cerebral  arteriosclerosis.  But  cerebral  arterio- 
sclerosis was  even  more  pronounced  in  non-plaque  brains.     Ar- 
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teriosclerosis  per  se,  therefore,   appears  to  have  little,  if  any, 
direct  causative  relationship  to  the  formation  of  plaques. 

(3)  Brains  exhibiting  general  histological  evidence  of  senile 
involution,  whether  from  persons  dying  insane,  or  from  persons 
dying  without  psychosis,  are  the  most  likely  to  yield  plaques. 

(4)  Since  plaques  have  been  found  in  the  brains  of  elderly 
persons  dying  insane  and  in  the  brains  of  elderly  persons  dying 
without  psychosis,  and  also  as  recorded  in  the  cases  of  a  young 
tabetic  without  psychosis,  these  peculiar  structures  cannot  be 
considered  as  characteristic  for  any  special  form  of  mental  dis- 
ease, although  occurring  with  greater  frequency  in  senile  de- 
mentia than  in  any  other  form  of  insanity, 

(5)  The  onset  of  senile  involution  varies  in  different  persons 
and  this  may  explain  the  presence  of  plaques  in  the  brains  of 
some  elderly  persons  and  their  absence  in  others. 

(6)  From  the  evidence  furnished  by  Case  XV  of  this  series 
and  the  pubHshed  cases  of  Alzheimer  and  Perusini,  a  precocious 
senium  is  conceivable.  By  precocious  senium  something  more 
than  an  early  cerebral  arteriosclerosis  is  meant. 

(7)  Plaques  when  present  in  a  given  subject  are  more  numer- 
ous in  the  portions  of  the  brain  which  show  the  maximum  of 
general  pathological  alterations.  Hence  in  senile  dementia  the 
group  of  cases  which  shows  the  most  frequent  and  extensive  in- 
volvement, the  frontal  and  hippocampal  regions,  as  a  rule,  exhibit 
the  greatest  number  of  plaques. 

(8)  The  presence  of  plaques  in  the  molecular  layer  of  the 
cortex  and  in  the  white  substance,  often  in  great  numbers,  leads 
the  writer  to  contend  against  an  origin  from  degenerating  gan- 
glion cells.  The  view  of  deposited  products  of  pathological  me- 
tabolism resulting  from  degenerating  nervous  elements  (fibrils) 
is  advocated.  The  glial  and  also  the  apparently  incontrovertible 
neural  proliferations  are  interpreted  as  attempts  at  elimination  of 
the  deposited  products.  These  attempts  at  elimination  and  re- 
placement, nevertheless,  do  not  appear  successful. 

(9)  The  general  histological  evidence  of  these  cases  tends  to 
show  a  similarity  between  the  lesions  of  senile  dementia  and  nor- 
mal senile  involution  of  the  brain.  The  non-plaque  cases  of  the 
series  more  nearly  approximated  the  histological  lesions  of  ar- 
teriosclerotic dementia.     On  the  other  hand  certain  non-plaque 
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cases  which  coursed  clinically  as  senile  dementia  did  not  show 
histologically,  except  by  absence  of  plaques,  lesions  essentially 
different  from  the  plaque  cases. 

(lo)  Uncomplicated  senile  dementia,  on  histological  grounds, 
appears,  therefore,  to  be  only  an  intensification  of  alterations 
found  in  normal  senium. 
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EXPLANATION  OF  PLATES. 

Fig.  I. — Bielschowsky's  silver  impregnation.  Plaques  in  outer  laminae 
of  paracentral  cortex  of  Case  I,  severe  form  of  senile  dementia  (presbyo- 
phrenia). Bausch  &  Lomb  %  achromat.  obj.,  no  ocular,  bellows  extension 
I  m.  75  cm. 

Fig.  2. — Bielschowsky's  silver  impregnation  method.  An  unbroken  array 
of  plaques  extending  throughout  the  cortex  into  the  marrow.  Prefrontal 
area,  left,  of  Case  XV.  Clinically  and  anatomically  resembling  cases  de- 
scribed by  Alzheimer  and  Perusini,  designated  in  8th  edition  of  Kraepelin's 
Clinical  Psychiatry  as  "Alzheimer's  Disease."  Verick  obj.  No.  O,  no 
ocular,  bellows  extension  i  m.  92.5  cm. 

Fig.  3. — Bielschowsky's  silver  impregnation  method.  Ammon's  horn  of 
Case  XXXIV,  a  man  aged  80,  dying  without  psychosis.  Plaques  in  this 
region  are  generally  larger  than  found  elsewhere.  Compare  with  Fig.  2, 
both  figures  taken  under  identical  magnification. 

Fig.  4. — Bielschowsky's  silver  impregnation  method.  High  magnifica- 
tion of  one  of  the  plaques  shown  in  Fig.  i.  A  homogeneous  nuclear-like 
body  is  displayed  surrounded  by  globules,  between  which  there  is  a  diffuse 
tingeing,  rod-like  fragments — some  straight,  others  slightly  spiral.  At 
periphery,  lower  right,  an  intact  ganglion  cell.  No  appreciable  thickening 
nor  proliferation  of  axis  cylinders.  Zeiss  2  mm.  apochromat  obj.,  projec- 
tion oc.  No.  2,  bellows  extension  80  cm. 

Fig.  5. — Mann's  eosin-methylene  blue  stain.  Frontal  area  of  Case  XIII, 
"  simple  senile  dementia."  The  plaque  exhibits  a  central  dark  homo- 
geneous mass  with  peripheral  projections.  Surrounding  the  nuclear-like 
mass  irregularly  staining  globules  and  glia  cells  are  seen.  (Alzheimer's 
Kern  and  Hof  respectively.)  In  the  portion  of  the  plaque  designated  as 
the  "court"  fissures  suggestive  of  channels  are  seen.  Whether  these 
fissures  are  artefacts,  or  whether  channels  for  the  elimination  of  degener- 
ated stuffs  is  not  determined  from  this  study.  Zeiss  2  mm.  apochromat 
obj.,  projection  oc.  No.  2. 

Fig.  6. — Bielschowsky's  silver  impregnation  method.  Frontal  area  of 
Case  X,  severe  senile  dementia  complicated  with  advanced  cerebral  arterio- 
sclerosis. Moderately  advanced  attempt  at  glial  encapsulation.  Large 
fiber-forming  glia  cells  at  periphery  sending,  on  the  one  hand,  fibrils  which 
may  be  traced  as  far  as  the  central  nuclear  mass  and  on  the  other  hand,  in 
one  instance  at  least,  fibrils  to  a  nearby  blood  vessel. 
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Fig.  7. — Bielschowsky's  silver  impregnation  method.  Large,  more  or  less 
square  plaque  from  the  innermost  layer  of  left  prefrontal  region.  Case  V, 
a  woman  79  years  of  age,  who  had  recovered  with  defect  from  a  psychosis 
27  years  previous,  suflfered  various  severe  illnesses  during  the  first  40 
years  of  life  and  in  the  last  illness  presented  clinically  severe  involution 
symptoms  which  were  also  demonstrated  anatomically.  A  dark  homo- 
geneous central  mass  is  shown  surrounded  by  numerous  fibrils  many  of 
which,  under  sharp  focus,  are  observed  to  stand  in  direct  relation  with 
glia  cells.  Below  and  to  right  a  blood  vessel  showing  progressive-re- 
gressive changes.  Zeiss  2  mm.  apochromat  obj.,  projection  oc.  No.  2, 
bellows  extension  90  cm. 

Fig.  8. — Bielschowsky's  silver  impregnation  method.  More  or  less 
square  plaque  from  right  cornu  Ammonis,  Case  V,  described  in  preceed- 
ing  legend.  In  the  region  where  the  homogeneous  dark  staining  mass  is 
usually  found,  there  is  shown  in  this  photograph  a  colony  of  glia  cells 
which  is  interpreted  as  an  encapsulating  gliosis  of  a  nuclear  mass  not 
within  the  plane  of  the  section.  Globular  masses,  fibrils  and  peripheral 
fibrillary  gliosis  are  also  present,  the  latter,  however,  not  in  good  focus. 
The  photograph  was  taken  to  show  mainly  the  central  group  of  glia  cells. 
Photographic  details  as  in  Fig.  7. 

Fig.  9. — Fuchsin-light  green  stain.  Frontal  area,  right.  Case  I.  The 
plaque  is  roughly  triangular  in  shape,  presenting  a  nuclear-like  mass  near 
its  mid-portion,  numerous  globules  which  take  the  red  element  of  the 
stain  in  various  nuances,  numerous  fuchsinophile  granules,  fragments  of 
axis  cylinders  and  glia  nuclei.  Unfortunately  the  photograph  does  not  do 
justice  to  the  various  color  reactions  of  the  plaque  which  are  beautifully 
displayed  by  this  stain.  Zeiss  2  mm.  apochromat  obj.,  no  ocular,  bellows 
extension  i  m.  22  cm. 

Fig.  10. — Bielschowsky's  silver  impregnation  method.  Parietal  area  of 
Case  V  described  in  legend  for  Fig.  7.  The  plaque  is  composed  chiefly  of 
rather  thick,  curled  and  spiral  fibrils  which  are  not  glial,  but,  for  the 
most  part,  proliferated  axis  cylinders.  Many  of  these  fibrils  are  under- 
going regressive  changes.  This  type  of  plaque,  while  not  rare,  was  less 
frequently  encountered  in  this  study  than  the  type  of  plaque  shown  in 
Fig.  4.  Zeiss  2  mm.  apochromat  obj.,  projection  oc.  No.  2,  bellows  ex- 
tension 95  cm. 

Fig.  II. — Bielschowsky's  silver  impregnation  method.  Ganglion  cells 
exhibiting  Alzheimer's  type  of  intracellular  neurofibril  degeneration.  De- 
spite the  marked  alteration  of  the  cells  there  is  no  satellitosis.  In- 
deed in  the  neighborhood  of  some  cells  satellites  are  absent.  Nine  cases 
presented  this  type  of  ganglion  cell  degeneration.  In  3  cases  they  were 
found  only  in  the  cornu  Ammonis  and  one  of  these  was  an  aged  man  dying 
without  psychosis.  In  general  the  frontal  and  hippocampal  regions  show 
the  greatest  number.  Sometimes,  in  frontal  lobes  all  of  the  cortical  lam- 
inae are  affected.  Where  such  cells  are  few  the  small  pyramidals  present  the 
greatest  involvement,  next  to  these  the  cells  of  the  fusiform  layer.     Some 
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sections  show  scarcely  a  cell  in  which  there  is  no  evidence  of  the  change. 
All  of  the  cells  here  photographed  were  taken  under  the  same  magnifica- 
tion and  represent  different  cortical  laminae.  Zeiss  2  mm.  apochromat  obj., 
projection  ocular  No.  2,  bellows  extension  i  m.  50  cm. 

Fig.  12. — Bielschowsky's  silver  impregnation  method.  Large  pyramidal 
cell  of  prefrontal  cortex  from  a  manic-depressive,  55  years  of  age.  No 
plaques  found.  The  case  was  one  of  the  supplementary  material  dis- 
cussed under  Section  VIII.  Many  ganglion  cells  showed  darkly  staining, 
thick,  tortuous  neurofibrils  suggestive  of  possible  early  stage  in  Alz- 
heimer's degeneration.  No  young  subjects  showed  anything  quite  com- 
parable. Similar  cells  were  also  seen  in  cases  which  showed  a  well-ad- 
vanced Alzheimer's  degeneration.  Drawn  with  the  aid  of  an  Abbe  camera 
lucida,  Zeiss  2  mm.  apochromat  obj.,  compensating  oc.  No.  8.    Reduced  %. 

Fig.  13. — Fuchsin-light  green  stain.  Blood  vessel  in  the  marrow  of  right 
occipital  lobe  near  the  cortex  and  at  periphery  of  recent  focal  softening. 
Case  XVII.  Clinically  a  case  of  post  apoplectic  dementia ;  anatomically 
recent  focal  softenings,  pachymeningitis  haem.  interna,  marked  hemia- 
trophy due  to  ancient  lesions  of  left  basal  ganglia  and  internal  capsule. 
Numerous  large  Ahraunisellen  free  in  marrow  and  cortex,  singly  and  in 
colonies  some  of  which  have  coalesced.  Adventitia  and  perivascular  lymph 
spaces  crowded  with  such  cells.  Coalescence  of  such  cells  have  been  de- 
scribed by  Bickel  as  a  form  of  plaque,  here  interpreted  as  usual  reaction  to 
acute  destruction  of  nervous  elements  which  may  be  found  in  any  brain 
under  like  conditions.  Zeiss  8  mm.  apochromat  obj.,  projection  oc.  No.  4, 
bellows  extension  i  m.  72.5  cm. 

Fig.  14. — Bielschowsky's  silver  impregnation  method.  Small  vessel  in 
layer  of  small  pyramidal  cells  paracentral  cortex  of  Case  V.  Arterio- 
fibrosis  described  in  the  text.  This  type  of  vascular  change  was  found  in 
most  of  the  older  plaque  cases  and  also  fairly  common  in  the  purely  ar- 
teriosclerotic cases  of  the  non-plaque  group  of  elderly  subjects.  Zeiss  2 
mm.  apochromat  obj.,  projection  oc.  No.  2,  bellows  extension  96  cm. 

Fig.  15. — Bielschowsky's  silver  impregnation  method.  Cornu  Ammonis 
of  Case  XVI.  Large  pyramidal  cell  exhibiting  coarse  dark  granules  sur- 
rounded by  clear  spaces  (argentophile  bodies).  Such  cells  are  common  in 
Ammon's  horn,  but  have  been  found  also  in  the  frontal  areas.  Usually 
where  found  intracellular  neurofibrils  have  for  the  most  part  disappeared. 
Zeiss  2  mm.  apochromat  obj.,  projection  oc.  No.  2,  bellows  extension  i  m. 
^  cm. 

Fig.  16. — Toluidin  blue  stain  after  Nissl.  Prefrontal  area,  left.  Case  XV. 
To  show  the  ganglion  cell  devastation  in  an  area  where  plaques  and 
Alzheimer's  degeneration  were  well  marked.  Bausch  &  Lomb  Yz  achromatic 
obj.,  no  ocular,  bellows  extension  i  m.  92.5  cm. 

Fig.  17. — Mann's  eosin-methylene  blue  stain.  Paracentral  cortex  of 
Case  XIII.  Irregularly  shaped  plaque  showing  superiorly  large  glia  cells 
and  a  few  small  globular  masses  apparently  within  the  glia  mesh.  Zeiss 
2  mm.  apochromat  obj.,  no  ocular,  bellows  extension  i  m.  37.5  cm. 
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A  MANIC-DEPRESSIVE  FAMILY.— A  STUDY  IN 
HEREDITY. 

By  C.  G.  McGAFFIN,  M.  D.,  Taunton,  Mass. 

The  problem  of  heredity  has  always  been  an  interesting  study 
from  a  psychiatric  point  of  view ;  but  within  the  last  few  years,  it 
has  been  found  to  be  one  of  the  vital  points  of  etiology  in  insanity. 
Much  has  been  written  concerning  it,  but  there  is  as  much  and  more 
to  take  up  the  pages  of  our  journals. 

It  has  been  pretty  definitely  proven  that  feeble-mindedness  is 
the  result  of  a  similar  condition  among  the  ancestors,  and  Hunt- 
ingdon's chorea  is  known  to  be  such  a  disease.  On  the  other 
hand,  we  have  yet  to  know  what  real  part  heredity  plays  in  the 
causation  of  our  insanities. 

Manic-depressive  insanity  is  known  to  show  a  large  percentage 
of  heredity,  Kraeplin  placing  it  as  high  as  from  70  to  80  per  cent ; 
but  the  diseased  conditions  in  the  ancestors  or  in  a  single  genera- 
tion, usually  do  not  take  the  form  of  manic-depressive  symptoms, 
among  the  greatest  number. 

The  family  that  is  the  basis  of  this  paper,  has  been  called  a 
manic-depressive  family  since  most  of  the  insane  members  of  it 
have  shown  symptoms  of  that  psychosis. 

It  is  a  negroid  group,  being  composed  of  Caucasian,  Indian  and 
Negro  blood,  the  true  proportions  of  which  cannot  be  determined 
accurately  through  inadequate  history.  Such  mixture  of  blood 
does  not  show  up  well  on  family  histories  and  silence  concerning 
certain  members  almost  seems  affirmatory. 

Certain  knowledge  begins  with  the  father  and  mother  of  this 
interesting  group.  It  is  definitely  known  that  the  mother  was  in- 
sane for  a  period  during  early  adult  life.  She  is  described  as  being 
like  one  of  her  sons  who  was  typically  a  manic-depressive.  She 
had  a  brother  who  was  similarly  affected.  The  father  of  the 
group  was  normal  as  far  as  can  be  ascertained;  but  there  must 
have  been  a  taint  in  him  somewhere  to  allow  the  mother  to  be  so 
prepotent  and  bring  forth  the  family  that  she  did. 
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The  result  of  the  union  of  these  two  persons  was  twelve  chil- 
dren. Nine  of  these  lived  to  adult  life  and  there  is  not  a  normal 
individual  among  them. 

Beginning  with  the  second  generation,  the  writer  has  seen  every 
member  of  three  generations  or  has  an  accurate  record  of  them. 
The  descriptions  of  the  individual  members  may  be  followed  on 
the  chart  accompanying  the  paper. 

1.  George,  born  February  25,  1841,  was  admitted  to  Taunton 
State  Hospital  July  3,  1865,  aged  24.  On  admission,  was  very 
talkative,  restless  and  noisy,  cleared  up  from  his  acute  attack 
in  a  few  months  and  was  discharged,  recovered.  Diagnosis,  acute 
mania.  During  the  next  six  years,  the  patient  was  recommitted 
and  discharged  on  three  occasions.  He  then  left  Massachusetts 
and  made  New  York  State  his  home  and  while  there,  was  a  pa- 
tient in  the  Utica  State  Hospital  and  the  Manhattan  State  Hospital 
(Ward's  Island) .  At  which  times  his  condition  was  similar  to  that 
at  his  earlier  commitments.  Fifth  admission  to  Taunton,  April 
24,  1876.  From  that  date  until  his  death  he  remained  continuously 
a  patient.  During  the  last  20  years  of  his  life  he  had  no  excited 
periods  and  was  in  a  normal  condition.  He  was  very  industrious 
and  was  a  valuable  worker.  He  died  February  9,  1911,  of  or- 
ganic heart  disease.    George  never  married. 

2.  Harriet  A.,  born  November  10,  1843,  died  when  7  years  old, 
cause  of  death  unknown. 

3.  William,  born  November  12,  1844,  is  a  veteran  of  the  Civil 
War,  serving  in  the  Fifth  Massachusetts  Cavalry.  First  admission 
to  insane  hospital  August  15,  1888,  Danvers  (Mass.)  State 
Hospital,  aged  43,  discharged  October  i,  1888,  recovered.  Diag- 
nosis, acute  mania.  Admitted  to  Taunton  State  Hospital  October 
3,  1895.  In  all,  there  have  been  three  commitments  to  Taunton 
and  two  discharges,  recovered  and  much  improved,  and  he 
is,  at  present,  a  patient  at  that  hospital.  During  his  active  periods, 
he  shows  depression,  retardation,  and,  with  them,  many  almost 
katatonic  traits ;  but  during  the  lucid  interval  he  shows  no  marked 
degree  of  dementia  and  he  is  thought,  therefore,  to  be  a  case  of 
manic-depressive  insanity. 

On  November  18,  1867,  he  married  a  full-blooded  negro  woman 
who  was  a  marked  alcoholic.    The  combination  of  insanity  and 
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alcohol  made  their  married  life  a  very  stormy  affair.  They  had 
five  children. 

3(a).  William  Jr.,  lived  to  adult  life  and  married.  No  children. 
Dead,  date  of  death  unknown.  As  far  as  can  be  learned,  this  man 
was  normal. 

3(b).  Charles,  as  a  boy,  would  not  go  to  school  and  would 
not  engage  in  any  occupation.  Became  a  vagrant  and  died  in  the 
Taunton  (Mass.)  Almshouse  November  i,  1905.  The  records 
of  that  institution  give  "  heart  trouble  "  as  the  cause  of  death. 

3(c).  Benjamin  J.,  living  in  Brockton,  Mass.  He  is  an  alcoholic, 
and  is  ugly  and  hard  to  approach.  He  has  been  arrested  five  times, 
once  for  "  trespass  "  and  four  times  for  "  assault,"  and  has  paid 
$65  in  fines.  He  has  been  married  twice  and  has  four  children. 
They  are  of  school  age  and  show  no  abnormalities. 

3(d).  Mary  A.,  lives  in  West  Medford,  Mass.,  and  is  married 
to  a  normal  appearing  man  and  has  two  normal  children.  Mary 
seems  normal  in  every  way  and  fairly  well  educated. 

3(e).  Jenny,  is  in  West  Medford;  is  unmarried.  At  an  early 
age  she  began  to  show  sexual  irregularities  and  was  in  a  disorderly 
house  and  has  had  two  illegitimate  children.  At  present  she  is 
industrious,  supporting  herself  and  her  children. 

4.  Charles,  born  September  26,  1846,  single.  This  man  had 
always  been  very  talkative  and  was  something  of  an  inventor. 
First  attack  of  mental  trouble  when  34  years  old.  Was  excited, 
recovered  in  a  few  months. 

Admitted  to  Taunton  State  Hospital,  August  26,  1899,  Audi- 
tory and  visual  hallucinations  were  marked,  and  many  delusions 
were  formed  as  a  result  of  them.  Had  many  religious  ideas, 
thinking  that  he  was  Jesus  Christ.  Later  became  quiet  and  in  his 
lucid  periods,  was  an  efficient  worker  in  the  laundry.  Death 
September  5,  1901 ;  cause  pulmonary  tuberculosis.  Diagnosis, 
paranoia. 

5.  Sarah,  born  January  12,  1849,  single.  Was  admitted 
to  Taunton  State  Hospital  July  17,  1888,  aged  39.  First  attack 
was  excited,  noisy  and  restless.  For  the  first  three  years  of  her 
residence,  she  was  in  a  constant  excitement;  later  showed  lucid 
intervals  and  excited  periods  became  shorter  in  duration.  Patient 
was  transferred  to  Worcester  State  Asylum,  November  20,  1893. 
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Diagnosis,  chronic  mania.  She  is  at  present  at  Worcester  and  dur- 
ing her  residence  there  has  had  regular  periods  of  excitement  with 
lucid  intervals. 

6.  Marcus,  bom  February  i8,  1851.  Was  subject  to  frequent 
epileptic  seizures  up  to  the  age  of  25;  since  then,  at  very  rare 
intervals.  He  was  considered  feeble-minded  by  the  rest  of  the 
family  and  was  placed  in  the  Brockton  (Mass.)  Almshouse, 
where  he  remained  several  years  and  was  later  sent  to  the  Mas- 
sachusetts School  for  Feeble-Minded  where  he  now  is. 

Record  from  that  institution  says  that  "  he  does  not  mix  with 
the  other  patients,  has  ability  to  work  without  supervision.  Talks 
a  great  deal  about  his  family  and  about  heaven.  Will  wear  a  piece 
of  hair  or  a  certain  ring  around  finger  and  no  amount  of  per- 
suasion will  induce  him  to  give  them  away.  Goes  around  picking 
up  pieces  of  paper,  pins,  nails,  etc.,  and  putting  them  up  his  sleeve. 
Is  neat  and  tidy  in  habits  and  appearance." 

In  this  case  of  feeble-mindedness  we  have  some  manic-de- 
pressive symptoms  such  as  the  self-decoration,  the  collecting  of 
miscellaneous  worthless  articles  and  the  boasting  concerning 
family. 

7.  Philip,  born  October  22,  1852,  single.  Was  admitted  to 
Taunton  State  Hospital  August  5,  1884,  aged  35.  First  attack 
was  excited  and  had  many  delusions.  Recovered  slowly  and  a 
note  in  December,  1885,  says:  "Patient  in  good  physical  condi- 
tion and  better  mentally  than  for  a  long  period  and  is  working  in 
the  laundry."  Discharged  May  11,  1886,  recovered.  Diagnosis, 
acute  mania. 

Philip,  following  his  discharge,  was  able  to  support  himself 
and  was  not  again  a  State  or  town  charge.  He  died  in  1903  of  pul- 
monary tuberculosis. 

8.  Harriet,  2d,  born  July  4,  1854,  single.  Was  admitted  to 
Taunton  State  Hospital  July  10,  1886.  Was  noisy  and  excited. 
Discharged  to  Brockton  Poor  Farm,  September  25,  1886.  Re- 
committed to  Taunton,  October  30,  1888 ;  noisy,  incoherent  and 
constantly  talking.  Made  no  improvement  throughout  hospital 
residence.  Transferred  to  Worcester  State  Asylum  November 
20,  1893.  Diagnosis,  chronic  mania.  During  her  stay  at  Worces- 
ter it  was  noted  that  she  had  regular  periods  of  excitement 
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when  she  was  noisy  and  destructive.  Died  there  April  25,  1899. 
Cause  of  death,  pulmonary  tuberculosis. 

9.  Hanford,  born  February  6,  1856.  Has  always  been  peculiar 
but  has  been  able  to  live  outside  of  an  institution.  He  is  indus- 
trious and  something  of  an  inventor,  having  made  a  stove  damper 
that  has  found  some  sale.  He  overestimates  their  value  however, 
and  shows  apprehension  that  they  may  be  stolen  and  so  hides 
them  away  about  the  house.  In  the  naming  of  his  children  he 
shows  his  eccentricity  by  choosing  names  for  them,  the  first  letters 
of  which  are  in  alphabetical  order  starting  with  the  oldest :  Alice, 
Bertha,  Cora,  Delia,  Ethel,  Forrest,  Gladys.  The  next,  he  says, 
would  be  Henry  or  Harriet. 

He  married  an  apparently  normal  woman  with  Indian  and  Negro 
blood  in  her  veins.  She  has  evidently  been  prepotent  as  the  six 
children  of  this  union  have  been  normal  mentally,  but  some  of 
them  have  succumbed  to  tuberculosis. 

9(a).  Alice,  normal,  is  a  bright,  active,  young  woman  earning 
her  own  living. 

9(b).  Bertha,  dead,  pulmonary  tuberculosis. 

9(c).  Cora,  normal  young  woman,  bright  and  active,  earning 
her  own  living. 

9(d).  Delia,  dead,  pulmonary  tuberculosis. 

9(e).  Ethel,  died  in  infancy,  cholera  infantum. 

9(f).  Forrest,  normal  appearing  boy  of  12  years,  attending 
school  and  says  he  enjoys  it. 

9(g).  Gladys,  8  years  old,  has  tuberculosis  of  hip  and  is  consid- 
ered delicate  by  the  family. 

10.  Samuel  B.,  born  September  25,  1857,  died  in  infancy. 

11.  Samuel  B,,  2d,  born  February  24,  1859,  ^^^  always  been 
peculiar.  Thought  himself  a  doctor  with  divine  power  and  went 
about  giving  treatments  and  dispensing  herbs  and  roots  until  he 
was  arrested  for  practising  medicine  without  a  license.  Got  off 
with  a  small  fine.  He  still  thinks  he  has  the  power  but  fears  the 
law  and  keeps  out  of  its  clutches.  Will  not  work  steadily  and  so 
does  not  provide  well  for  his  family.  He  has  been  married  but 
his  wife  is  dead.  She  is  said  to  have  been  a  normal  woman.  They 
had  three  boys,  who  are  now  of  school  age  but  have  only  one 
room  for  a  home  and  are  much  neglected. 
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12.  Mary,  born  March  9,  1862,  died  when  a  few  years  old,  was 
considered  a  forward  child. 

No  definite  conclusions  may  be  drawn  from  the  study  of  one 
family,  but  the  large  number  of  insane  members  in  one  generation 
is  interesting. 

From  the  manic-depressive  mother,  there  are  five  manic-de- 
pressive children,  one  feeble-minded,  epileptic  child  who  shows 
some  manic-depressive  symptoms ;  one,  though  while  able  to  sup- 
port his  family,  is  exhilarated  and  boastful ;  one  who  considers 
himself  too  gifted  to  work,  but  whose  genius  does  not  support 
his  family ;  and  one  paranoiac.  This  is,  indeed,  a  wholesome  out- 
look for  later  generations. 

Fortunately,  only  one  of  the  insane  individuals,  No.  3,  married. 
The  children  of  his  alcoholic  wife  have  shown  no  real  psychoses, 
but  there  are  mental  defectives  among  them. 

Nos.  9  and  12  have  families  but  most  of  the  children  are  too 
young  to  be  sure  of  normality. 

Nos.  I  and  4  to  8,  inclusive,  did  not  enter  into  alliances  tending 
to  promote  defectives  and  the  community  has  been  spared  the 
probable  care  of  some,  at  least,  of  their  progeny. 

In  the  charting  of  such  families,  it  is  to  be  hoped  that  some 
comprehensive  system  will  be  adopted  by  the  various  institutions, 
so  that  with  a  definite  similarity,  all  may  be  better  understood. 

It  is  the  opinion  of  the  writer  that  such  charts  give  accurate  data 
in  tabloid  form  and  add  to  the  completeness  of  our  case  records. 


A  STUDY  OF  MILITARY  OFFENCES  COMMITTED  BY 

THE  INSANE  IN  THE  UNITED  STATES  ARMY, 

FOR  THE  PAST  FIFTY  YEARS. 

By  ROBERT  L.  RICHARDS,  M.  D., 
Captain  Medical  Corps,  U.  S.  Army. 

When  the  insane  person  has  come  in  conflict  with  the  law  he 
has  always  claimed  our  attention,  whereas  in  other  relations  in 
life  he  is  often  concealed  or  ignored.  This  question  has,  therefore, 
been  the  cause  of  much  military  investigation  in  which  France 
and  Germany  have  taken  the  lead. 

The  French  have  studied  particularly  the  sociological  side  of 
the  question.  In  the  first  place  they  have  endeavored  to  ascertain 
whether  these  offenders  belong  to  an  easily  recognized  group  of 
men  which  might  be  excluded  or  whether  the  offences  are  acute 
isolated  periods  of  mental  derangement.  In  the  second  place  they 
have  studied  these  cases  in  different  branches  of  the  service. 

Rayneau^  has  collected  the  following  statistics  as  to  the  rela- 
tive frequency  of  military  and  civil  offences. 

Qulnquenial  Periods.  Military  Offences.  Civil  Offences. 

1888  to  1892  One  in  125  men.  One  in  685  men. 

1893  to  1897  One  in  131  men.  One  in  738  men. 

1898  to  1902  One  in  159  men.  One  in  999  men. 

The  greater  frequency  of  military  offences  is  generally  accepted 
as  due  to  the  greater  requirements  of  military  life  and  the  closer 
observation  of  soldiers  by  their  superiors. 

Jourdin '  from  a  study  of  a  ten  years  period  of  two  regiments 
found  that  military  offences  were  from  2  to  5  times  more  frequent 
among  the  volunteers  than  among  the  conscripts,  e.  g. 

KSn^f:      2nd  Dragoons. 

^  .        ,_..,.        f  Conscripts    10.28%  8.28% 

Companies  of  Disciplm.  .-<,,  ,     ^  _ 

^  1^ Volunteers    18.31  4324 

Deserters  /Conscripts    4-39  "05 

\  Volunteers    8.13  3a63 
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In  general  the  statistics  of  the  German  army  show  the  same 
relative  proportions  of  conscripts  and  volunteers.  In  both  coun- 
tries authors  explain  the  relatively  larger  numbers  of  discharges 
for  insanity  in  the  same  period  in  England  (1.3%),  United  States 
(1.6%),  and  Belgium  (2.33%),  by  the  fact  that  service  in  these 
countries  was  entirely  voluntary.  But  closer  study  of  the  French 
statistics  shows  that  including  officers  and  non-commissioned  of- 
ficers they  would  have  1.8%  instead  of  0.5%.  Besides,  while  in 
these  countries  compulsory  service  does  give  a  better  general 
average  of  men  and  volunteer  service  does  attract  a  great  many 
defective  and  undesirable  men,  still  we  agree  with  English  writers 
that  our  volunteers  cannot  be  classed  with  their  volunteers  or 
foreign  legionaries.  We  know  the  patriotic  motives  that  actuate 
our  men,  and  we  find  a  much  smaller  percentage  of  those  who 
enlist  because  they  are  unsuccessful  or  because  the  community 
or  their  families  wish  to  get  rid  of  them.  It  is  also  evident  that 
the  better  pay  and  the  better  prospects  of  promotion  make  our 
army  a  more  attractive  career.  Consequently,  it  seems  probable 
that  we  start  on  more  nearly  the  same  basis  than  French  or  Ger- 
man authors  have  been  willing  to  adniit.  Each  country  has  to  do 
with  an  unstable  defective  element  that  comes  in  conflict  with  the 
military  law  and  that  should  be  considered  separately  and  dis- 
tinctly from  the  general  class  of  military  offenders. 

In  addition  the  French  find  that  different  branches  of  the  service 
furnish  different  proportions  of  insane  and  offenders.  Granjux*, 
from  a  study  of  the  latest  published  military  statistics  of  the 
French  army  ( 1906) ,  has  collected  the  following  important  facts. 
While  the  discharges  for  insanity  in  the  army  in  France  were  only 
0.5%,  the  "African  Battallion  "  (les  joyeux  of  Jude*)  showed 
0.7%,  the  military  prisons  and  penitentiaries  1.4%,  the  volunteer 
"foreign  legion"  2.5%  and  the  "companies  of  disciplin  "  2.8%. 
From  this  it  is  evident  that  the  greater  number  of  discharges  for 
insanty  was  among  those  not  amenable  to  discipline  and  the  vol- 
unteer foreign  legion,  i.  e.,  3  to  6  times  more  than  the  army  in 
France. 

The  Germans  have  studied  particularly  the  psychiatric  side  of 
the  question.  Becker '  had  studied  the  "  weak  minded  "  in  the 
German  army.  He  found  that  50%  of  the  rejections  for  mental 
deficiency  in  1905-1906  were  for  weak-mindedness  (305  weak- 
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minded  and  305  insane  were  discharged).  Stier*  has  studied  the 
relation  of  alcohol  to  military  offences  and  the  circimistances 
connected  with  desertion  and  absence  without  leave.  Certain 
forms  of  mental  disease  have  been  noted  to  be  especially  asso- 
ciated with  these  offences — notably,  dementia  prsecox,  degenera- 
tive and  alcoholic  psychosis. 

Before  studying  this  subject  farther,  it  is  well  to  recall  that 
military  and  civil  courts  differ  materially.  Military  courts  have 
fewer  technicalities  and  study  both  the  offender  and  the  evidence 
of  offence.  Civil  courts  have  many  more  rules  as  to  evidence  and 
study  the  offence  first,  the  study  of  the  offender  being  restricted 
in  many  ways.  The  military  offender's  life  since  enlistment  is 
known  in  relation  to  certain  general  and  complete  standards,  with 
which  the  military  court  is  thoroughly  familiar.  In  case  of  doubt 
arising,  as  to  a  soldier's  responsibility  for  his  acts,  the  military 
surgeon  is  an  impartial  source  of  information  to  aid  the  court  in 
reaching  its  conclusions.  One  of  the  great  modem  advances  in 
military  medicine  is  the  attempt  to  give  the  military  surgeon  a 
special  knowledge  of  mental  diseases  and  their  manifestations. 
To  prevent  injustice  in  the  cases  under  consideration,  he  must  be 
able  to  recognize  and  give  the  proper  value  to  all  departures  from 
the  normal  man.  In  addition  to  this  general  knowledge,  ex- 
perience in  those  European  countries,  where  military  psychiatry 
is  most  advanced,  shows  that  a  certain  number  of  these  cases 
require  longer  study  and  more  special  experience  than  the  aver- 
age surgeon  can  give  them.  Hence,  these  countries  have  unan- 
imously agreed  that  at  least  one  especially  qualified  surgeon 
should  be  stationed  at  each  army  corps  headquarters  to  study  and 
decide  upon  these  difficult  cases.  This,  in  practice,  consists  in 
Germany  of  a  psychiatric  department  in  connection  with  a  large 
general  hospital.  About  six  weeks  is  considered  the  usual  time 
necessary  for  the  study  of  an  average  case  by  the  Germans. 

The  more  difficult  ones  are  kept  under  observation  until  a  con- 
clusion is  reached  irrespective  of  the  time.  Such  an  arrangement 
commends  itself  as  being  impartial  and  competent.  On  the  other 
hand,  the  experience  of  civil  courts  has  become  more  and  more 
unsatisfactory.  Recently,  at  a  meeting  of  the  New  York  Bar 
Association,  one  lawyer  recommended  that  all  cases  be  tried  irre- 
spective of  the  mental  condition  or  the  accused's  responsibility — 
13 
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the  only  point  to  concern  the  court  being,  did  the  accused  actually 
commit  such  an  act?  The  question  of  responsibility  would  sub- 
sequently be  passed  upon  by  a  board  of  alienists. 

Since  the  military  insane  have  been  and  are  transferred  to  the 
Government  Hospital  for  the  Insane  at  Washington,  D.  C,  we 
may,  in  the  records  of  this  institution,  study  in  a  general  way  the 
offences  committed  by  the  military  insane.  While  we  do  not  find 
here  a  record  of  all  the  military  offences,  still  we  do  find  the  more 
serious  offences  which  were  associated  with  the  final  mental  col- 
lapse. The  records  here  contain,  among  other  data,  the  final  dis- 
charges of  cases  still  here  and  the  abandoned  discharges  of  those 
who  have  recovered.  Naturally  recovered  cases  abandon  "  dis- 
honorable "  and  "  without  honor  "  discharges,  and  those  showing 
military  offences  more  frequently  than  discharges  with  "  good" 
or  better  characters.  Of  all  these  discharges,  I  have  selected  only 
those  cases  that  came  directly  from  the  army  to  this  hospital  and 
have  included  none  of  the  cases  that  came  here  from  the  different 
national  soldiers'  homes. 

Case  histories  have  been  more  complete  during  the  past  seven 
years  and  furnish  additional  evidence  of  military  offences  for  this 
period. 

In  this  way,  I  have  selected  500  discharges  in  the  period  i860 
to  1909.  Of  these  discharges,  308  (61.6%)  belong  to  the  present 
decade,  and  192  (38.4%)  belong  to  the  preceding  four  decades. 
The  percentage  of  "  dishonorable  "  and  "  without  honor  "  dis- 
charges and  of  those  showing  military  offences  (chiefly  desertion) 
for  the  whole  period  is  12.6%  (62  cases)  which  are  distributed  in 
relatively  the  same  proportions  in  the  two  periods,  i.  e.,  66%  in  the 
present  decade  and  34%  in  the  preceding  decades.  We  may 
compare  this  with  a  German  record  of  1190  cases  of  mental  dis- 
turbances, under  observation  in  the  year  1905-06,  which  were 
studied  with  reference  to  injury  of  the  service.  One  hundred  and 
four  cases  (8.7%)  of  service  injury  were  noted  in  the  1190  cases 
of  mental  disturbance. 

On  examining  separately  the  discharges  of  the  two  periods 
mentioned  we  find  that  this  percentage,  in  the  period  i860  to  1899, 
was  10.9%  and,  in  the  period  1900  to  1909,  was  13.3%  discharges 
showing  military  offences.  This  is  due  partly  no  doubt  to  our 
recognizing  during  the  past  decade  more  of  the  cases  of  military 
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offences  associated  with  mental  disturbance.  But  among  the  663 
histories  studied  for  the  period  1902  to  1909,  I  find  67  additional 
cases  of  military  offences,  of  more  or  less  gravity,  which  were 
elicited  in  writing  the  histories.  This  shows  that  our  figures  are 
below  the  facts  in  the  case.  We  must  admit  an  increase  in  the 
niunber  of  offences  committed  by  the  insane.  We  are  both  seeing 
and  recognizing  more  cases  of  this  sort  in  the  past  decade. 

Judging  from  the  characters  recorded  in  these  500  discharges, 
the  general  estimate  of  the  discharged  insane  remained  the  same 
throughout  these  five  decades,  t.  e.,  85%  of  the  characters  were 
"  good  "  or  better.  The  manner  of  severing  our  relations  with 
these  men  has,  however,  changed,  materially.  During  the  first  two 
decades  they  were  retained  in  the  service  until  the  expiration  of 
their  enlistment  and  they  received  all  allowances.  The  next  two 
decades  they  were  discharged  within  a  few  months  of  their  trans- 
fer to  the  Government  Hospital  for  the  Insane.  During  the 
present  decade,  the  discharges  and  histories  indicate  that,  in 
addition,  certain  cases  were  discharged  "  without  honor  "  because 
of  etiological  factors  which  were  considered  to  be  their  own  mis- 
deeds. 

Although  we  discharge  these  cases  more  critically  and  are  dis- 
covering a  larger  percentage  of  them  in  the  present  decade,  still 
our  preventive  measures  are  no  more  successful  than  they  were 
and  we  have  a  larger  percentage  than  countries  where  more 
thorough  preventive  measures  are  employed.  As  a  result  of  the 
studies  of  Germany  since  1870  and  France  since  1890,  it  is  unani- 
musly  agreed  that  the  place  where  these  cases  should  be  eliminated 
is  before  and  not  at  the  court  martial.  It  is  also  agreed  that  the 
earlier  symptoms  are  noted  in  the  companies  and  that  the  com- 
pany commander  and  the  surgeon  have  the  best  opportunity  to 
study  these  cases.  They,  working  in  harmony,  should  be  able  to 
eliminate  the  majority  of  these  cases  before  they  have  committed 
any  of  these  offences.  The  defects  of  these  men  often  make  them 
the  objects  of  barrack-room  jokes.  Their  duties  are  difficult  or 
impossible.  They  are  often  in  conflict  with  the  constant  obedience 
and  surveillance  which  are  daily  experiences  of  the  soldier.  Many 
times  they  regard  the  hospital  as  a  haven  of  refuge  and  endeavor 
to  secure  admission.  If  recognized,  some  of  them  with  help  will 
improve  and  be  able  to  adapt  themselves  to  military  life.    Un- 
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recognized,  they  pass  through  the  usual  course  of  succeeding 
court  martials  until  they  reach  the  military  prisons.  Psychical 
defects  are  as  important  as  physical  defects.  The  locomotive  is 
useless  without  steam,  but  it  is  dangerous  as  well  as  useless  with- 
out the  mind  to  guide  its  energies.  The  demands  of  the  army 
are  such  that  we  must  know  exactly  the  factors  with  which  we 
have  to  deal  and  each  man  in  the  army  must  correspond  to  mini- 
mum requirements  at  least. 

It  is  noteworthy  that  it  is  not  the  man  worn  out  with  years  of 
service  but  a  defective  young  man  who  figures  in  this  list. 

TABLE  I. 
Ages  of  Military  Insane  and  Insane  Military  Offenders. 


26  years  or 
less 

26  to  30 
years 

31  to  35 
years 

36  to  40 
years 

41  to  46 
years 

42     % 
42.6  !( 

30     % 
36.3  $( 

16     % 
13.2  % 

6     % 
4.4  % 

7     % 
4.4% 

Military  offenders 

Table  I  shows  that  77.9%  are  under  the  age  of  35  years  where- 
in they  correspond  closely  with  the  average  age  of  the  military 
insane.  These  men  have  thus  early  in  life  proven  themselves 
so  defective  that  they  have  been  cast  aside.  We  may  hope  that 
with  careful  study  of  the  individuals  not  one  out  of  every  eight 
will  have  also  an  unsavory  discharge  because  of  military  offence. 

In  the  second  place  it  is  noteworthy  that  92.9%  were  discharged 
in  their  first  enlistment  i>eriod  because  of  insanity  and  that  94.98% 
of  the  military  offenders  belong  to  their  first  enlistment  period. 

Table  II  shows  that  in  this  group  of  500  cases  the  offences  be- 
came most  prevalent  towards  the  close  of  the  first  enlistment 
period  while  the  general  admission  rate  for  insanity  was  highest 
at  the  end  of  the  first  year.  Instead  of  military  life  having  an 
educational  effect  upon  these  cases  and  developing  the  weaklings, 
we  find  the  reverse.  They  are  incapable  of  so  rapid  a  development. 
The  restrictions  become  more  and  more  irksome  and  there  defects 
become  more  and  more  evident.  In  this  manner  we  see  that  the 
percentage  of  more  serious  offences  increases  rapidly  and  reaches 
a  climax  at  the  2^/2  year  period.  This  is  material  which  cannot 
be  utilized  and  the  longer  we  retain  it  the  more  dangerous  it 
becomes. 
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The  third  point  attracting  our  attention  is  the  character  of  the 
offences  committed.  In  our  records  we  have  the  offences  asso- 
ciated with  the  collapse  of  the  case.  The  histories  of  the  cases 
when  available  show  many  previous  offences  of  absence  without 
leave,  etc.,  which  are  usually  heard  in  the  summary  court. 


TABLE  II. 
Length  of  Sehvice:    Percentages  of  Insane  and  Offenders. 
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Table  III  shows  the  character  of  138  offences  of  which  we  have 
found  record  on  the  discharge  or  histories.  The  relative  results 
are  the  same  if  we  divide  these  into  a  group  corresponding  to 
more  complete  histories  and  a  group  having  only  the  discharges 
as  available  records.  Besides  it  corresponds  with  reports  from 
other  countries  where  the  same  offences  predominate.  Forty-nine 
desertions  and  26  A.  W.  O.  L.  make  75  offences  differing  rather 
in  degree  than  in  quality  and  composing  nearly  one-half  of  all  the 
offences.  It  is  the  characteristic  route  of  the  defectives  when  they 
are  pushed  too  far.  They  cannot  do  their  duties  properly.  They  are 
the  laughing  stock  of  the  company.  Delusions  of  persecutions 
gather  to  sustain  their  self-respect.  They  become  more  and  more 
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irritable,  secluding  themselves  and  seeking  amusement  elsewhere 
— often  under  demoralizing  influences.  Finally  they  overstay  the 
coveted  leave  and  realize  that  they  have  become  deserters.  Many 
times  under  the  guidance  of  auditory  hallucinations  they  pass 
through  an  episode  of  excitement  and  finally  at  some  quiet  place 
they  settle  down  to  a  life  more  within  the  range  of  their  possi- 

TABLE  III. 
Character  of  Offences. 
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bilities.  During  the  excitements  assaults  are  very  common  when 
they  turn  upon  their  imaginary  enemies  or  give  way  to  the  blind 
impulsive  anger  so  characteristic  of  this  group.  Of  those  who 
escape  apprehension  some  fail  to  find  a  place  where  they  can  live 
after  the  period  of  excitement  has  subsided.  Life  proves  more 
difficult  than  they  expected  and  their  thoughts,  time  and  again, 
turn  to  the  barracks  where  they  had  never  gone  hungry  and  every- 
thing was  provided  for  them.  At  a  different  post  under  an  as- 
sumed name  they  again  enlist  and  become  guilty  of  the  fourth 
most  frequent  offence  of  fraudulent  enlistment.  The  other  of- 
fences in  the  table  are  more  in  the  nature  of  accidents  and  we 
have  a  record  of  only  one  each. 
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Rayneau  notes  the  following  offences  among  the  defectives  of 
the  French  army  as  being  those  of  an  especially  military  char- 
acter. 

1.  Not  reporting  for  duty. 

2.  Illegal  absences,  leaving  post,  desertion. 

3.  Sleeping  on  guard. 

4.  Habitual  lack  of  discipline,  insubordination,  refusing  obedi- 
ence, violent  attacks  and  revolts.  Simulation  of  insanity  and  self- 
mutilation  are  also  common  among  the  defectives  of  the  French 
army. 

The  offences  or  misdeeds  leading  to  "  without  honor  "  and  no  or 
qualified  character  discharges  deserve  special  consideration.  The 
offences  noted  are  similar  in  the  two  classes,  t.  e.,  desertion  19, 
fraudulent  enlistment  5.  The  misdeeds  noted  are  previous  attacks 
of  insanity,  which  would  have  prevented  enlistment,  alcohol, 
syphilis,  and  opium.  All  but  one  of  the  16  "  without  honor " 
discharges  are  found  in  the  period  1900-1909.  All  but  three  of 
the  15  no  or  qualified  character  group  belong  to  the  period  1860- 
1899.  On  the  face  of  it  they  are  all  cases  in  which  the  time  for 
observation  and  the  opportunity  for  study  were  not  sufficient  to 
completely  determine  their  responsibility.  Particularly  is  it  dif- 
ficult or  impossible  to  establish  the  value  of  an  apparent  etiological 
factor  such  as  alcohol,  opiimi,  syphilis,  etc.,  when  judgment  is 
rendered  from  a  knowledge  of  only  the  early  manifestations  of 
the  mental  disease.  Since  these  cases  pass  from  military  observa- 
tion on  transfer  to  the  Government  Hospital  for  the  Insane  and  in 
the  majority  of  cases  the  character  is  determined  within  a  short 
period  after  their  transfer,  it  seems  a  manifest  impossibility  to  de- 
termine these  cases  equitably.  Since  in  all  of  these  cases  there 
is  an  evident  doubt  and  reservation  in  reaching  a  decision,  the 
obvious  conclusion  is  that  there  is  need  of  further  study  and  ob- 
servation before  their  relations  to  the  army  can  be  entirely  equi- 
tably settled. 

The  Germans  have  one  standard  covering  civil  and  military 
cases  which  is  worthy  of  our  consideration. 

Sec.  51,  R.  St.  G.  B.  (7)  says  "  A  punishable  action  is  not  pres- 
ent, if  the  person  at  the  time  of  accomplishing  the  action  was  in  a 
condition  of  lack  of  knowledge  of  his  surroundings,  or  a  morbid 
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disturbance  of  the  intellect  because  of  which  the  free  use  of  his  will 
was  excluded."  The  accused  is  supposed  to  have  the  benefit  of 
the  doubt  in  these  decisions. 

Becker  studied  25  cases  of  military  offences  among  those  entitled 
to  the  protection  of  the  above  law  and  found : 

16  cases  of  absence  without  leave  and  desertion. 

6  cases  of  disobedience  of  commands. 

2  cases  of  disrespect  to  superiors. 

I  case  of  assault. 
The  fourth  point  claming  our  attention  is  the  character  of  the 
mental  diseases  found  amoung  these  offenders.  In  1908  the  Ger- 
man Government  *  published  a  book  covering  the  question  of  the 
relation  of  mental  diseases  in  the  year  1905-06  to  service  injuries 
or  offences  (Dienstbeschadigung).  1190  cases  came  under  obser- 
vation that  year  and  104  of  them  had  been  an  injury  to  the  service. 
The  details  are  shown  in  the  following  tabulation. 

Observed.     Injured  the  service. 

Congenital  weak  minded 615  I 

Psychopathic  constitution  and  insanity 

of  degeneracy  100 

Dementia  praecox  204  44 

Manic  depressive  insanity 11 

Acute  hallucinatory  psychosis 41  13 

Melancholia  41  8 

Mania    15  5 

Epileptic  insanity  69  7 

Hysterical  insanity   30  3 

Traumatic  insanity  6  3 

Alcoholic  insanity  7 

Chronic  paranoia  18  4 

Paresis    12  11 

Unclassified    21  5 

I 190  104 

When  we  compare  our  list  of  122  cases  associated  with  military 
offences  with  this  list  of  104  cases  of  injury  to  the  service  we  find 
a  striking  similarity.  Congenital  weakmindedness  is  not  included 
in  our  list,  however,  since  those  cases  were  discharged  without 
reaching  the  Government  Hospital  for  the  Insane. 
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Our  cases.  German  cases. 

Dementia   praecox    62  cases  =  50.82%  42.3% 

Alcoholic  phychosis  13 

Manic  depressive   9 

Acute  confusional  insanity  8      " 

Chronic  mania 6 

Epileptic  psychosis    4      "    =  3-2%  6.73% 

Paranoid  states  4 

Dementia  3 

Intox.    psychosis 3 

Paresis    2      " 

Psychopathic  characters    2      " 

Not  insane  at  Government  Hospital....    2      " 

Hysteria    i      " 

Acute  melancholia  2      " 

Imbecile    i      " 


122 


It  is  very  interesting  to  note  that  the  dementia  praecox  cases 
occur  in  the  early  part  of  their  service  and  the  alcohoHc  cases  in 
the  latter  of  their  service. 

It  shows  that  dementia  praecox  cases  are  defective  to  begin  with 
and  the  alcoholic  cases  acquire  their  defect  through  prolonged 
abuse  of  alcohol. 

The  following  table  shows  the  different  periods  of  service : 

TABLE  IV. 

Periods  of  Service  for  Beginning  of  Two  Most  Frequent  Mental 

Diseases. 


Dementia  praecox 

Service 

Alcoholic  psychosis 

Number  of 
cases 

Percentage 

Percentagre 

Numt)er  of 
cases 

22 
34 
86 

7 
88 

36.84% 
64.83% 
88.7   % 
11.26  % 
99.90% 

1  yr.  and  less 

2  yr.  and  less 

3  yr.  and  less 
3  yr.  and  over 

Total  No.  cases 

0 
23      % 
38.48% 
81. 6   % 
9996% 

0 
8 
6 

8 
13 

The  balance  of  the  cases  correspond  with  the  general  average  in 
Table  III. 
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1  year    and    under  14  cases  29.78% 

2  years    and   under  23  cases  48.93 

3  years    and   under  36  cases  79.59 
3  years    and    over  11  cases  23.4 


Total   47  cases  99.99% 

Thus  cases  of  dementia  prsecox  and  alcoholic  psychosis  form 
the  group  in  which  all  students  of  military  psychiatry  are  especi- 
ally interested.  The  men  who  have  not  the  mental  endowment 
to  remain  in  the  service  are  to  be  eliminated  as  soon  as  possible. 

Kraepelin'  says  that  alcoholic  psychoses  do  not  occur  in  pro- 
portion to  the  degree  and  duration  of  alcoholism.  He  finds  as 
etiological  factors  in  his  cases  besides  the  use  of  alcohol  an  in- 
creased susceptibility,  an  inherited  predisposition,  and  certain 
metabolic  factors  which  are  not  yet  understood.  These  cases  re- 
lapse in  the  majority  of  cases  on  again  indulging  in  alcohol. 
These  cases  form  a  class  by  themselves  and  should  be  judged 
separately.  Besides  the  early  stages  of  other  mental  diseases 
(notably  dementia  praecox  and  degeneration  psychosis)  may  be 
associated  with  alcoholic  excesses  when  the  alcoholic  indulgence 
has  a  more  accidental  connection. 

Manic-depressive  insanity  is  often  hereditary  and  the  outbreak 
of  an  attack  is  generally  associated  with  great  emotional  dis- 
turbance, or  exhaustion,  or  additional  strains,  or  certain  other 
factors  not  as  yet  fully  understood.  A  knowledge  of  these  cases 
will  enable  us  to  place  them  under  proper  care  before  a  violent 
outbreak  has  occured. 

Acute  confusional  insanity  is  associated  often  with  bodily  dis- 
eases, exhaustion,  prison  life,  catastrophies,  battles,  etc.  We  must 
be  prepared  to  meet  them  under  such  conditions. 

The  other  mental  diseases  in  the  list  are  more  in  the  nature 
of  accidents  such  as  may  occur  in  any  large  body  of  men  and  which 
we  do  well  to  bear  in  mind. 

Since  military  cases  offer  a  large  percentage  of  recoveries 
(about  57%  "  in  the  experience  of  the  Government  Hospital  for 
the  Insane)  not  only  do  we  have  in  these  cases  the  opportunity 
by  early  recognition  to  prevent  their  becoming  criminals,  but  we 
also  increase  greatly  the  chances  of  recovery.    We  can  be  even 
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more  successful  in  this  since  no  body  of  men  is  under  such  close 
and  continuous  observation  as  the  soldiers. 
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THE  "  IMPRISONMENT  PSYCHOSIS  "  WITH 
REPORT  OF  CASES. 

By  W.  W.  RICHARDSON,  M.D.,  Normstown.  Pa. 

The  so-called  imprisonment  psychosis  has  been  recognized 
and  discussed  by  foreign  writers,  chiefly  German,  for  some  twenty 
years  past.  Most  of  the  authors  are  united  as  to  the  nature  and 
expression  of  this  rather  indefinite  symptom-complex,  but  differ 
as  to  whether  it  is  entitled  to  be  classed  as  a  disease  entity, 
occurring  apart  from  the  more  familiar  mental  disorders. 

Siefert,  (i)  after  discussing  the  difficulty  of  diagnosing  the 
ordinary  psychoses  as  modified  by  imprisonment,  speaks  of  the 
great  and  almost  immedite  alteration,  after  their  transfer  to  the 
insane  department,  in  the  mental  condition  of  certain  prisoners 
who  are  violent,  destructive  and  irritable  or  who  "  make  weak 
attempts  at  suicide,  brood  stupidly  to  themselves,  become  mute, 
show  anxious  confusion  and  active  sense  deceptions." 

"  No  greater  contrast,  however,  can  we  conceive  than  that 
which  exists  between  the  clinical  picture  depicted  in  the  prison 
and  the  condition  of  the  same  individuals  in  the  asylum — here  we 
find  them  usually  quiet,  orderly,  easy  to  g^ide  and  to  hold  in 
conversation,  about  90%  willing  to  work — numerous  psychotic 
phenomena,  notably  confusion  conditions,  frequently  disappear 
at  once." 

Monkmoller  (2)  doubts  the  existence  of  an  imprisonment 
psychosis  per  se,  as  seen  by  the  following  extracts  from  his 
excellent  monograph — "  Formerly  it  was  believed  that  a  definitely 
determined  position  could  be  assigned  to  psychoses  produced 
through  imprisonment,  so  that  they  might  disclose  their  origin 
as  a  disease  sui  generis  through  their  symptom-complex.  Now 
one  is  more  inclined  to  consider  only  a  characteristic  coloring  as 
suggestive.  In  essence,  it  is  a  question  of  longer  or  shorter 
hallucinatory  episodes  which  bear,  now  more  the  character  of 
melancholia,  now  of  paranoia  and  above  all  of  acute  confusion. 
Characteristic  of  them  is  the  vividness  of  the  hallucinations  of 
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hearing  and  the  occurrence  of  many  delusional  presentations 
which  adapt  themselves  to  the  environment.  After  release  from 
confinement,  or  often  even  after  release  from  solitary  confine- 
ment, these  symptoms  disappear  and  by  suitable  treatment  the 
prisoner  recovers  completely.  Not  seldom  the  imprisontnent  psy- 
chosis takes  on  chronic  characteristics  if  the  proper  attention  is 
not  paid  to  it ;  or  nothing  more  may  be  noted  of  the  acute  attack 
while  the  symptoms  of  a  general  psychic  degeneration  or  of  a 
chronic  psychosis  come  to  light." 

Riidin  (3)  has  paid  considerable  attention  to  the  subject  of 
imprisonment  psychoses.  He  describes  the  symptom-complex 
under  discussion  to  be  characterized  by  "  the  onset  of  hallucina- 
tions of  hearing  and  sight,  delusions  of  injury  and  persecution, 
anxious  conditions,  depression  and  irritability.  It  is,  in  a  manner, 
an  hallucinatory  episode  which  develops  during  imprisonment  in 
an  existing  or  incipient  foundation-disease  or  may  arise  as  some- 
thing entirely  foreign."  Riidin  found  this  condition  to  exist  in 
28  of  the  94  cases  of  insanity  in  prisoners  which  he  examined. 
Concerning  the  role  of  imprisonment  in  the  etiology  he  says 
"  only  this  may  with  certainty  be  deduced,  that  either  solitary 
confinement  or  a  long  series  of  previous  confinements,  in  conjunc- 
tion with  the  still  considerable  deprivation  of  liberty  of  collective 
imprisonment,  can  be  drawn  upon  as  the  cause  of  the  develop- 
ment of  these  symptoms.  After  the  lifting  and  the  combating  of 
these  causes  the  symptoms  disappear." 

Dr.  North  (4)  of  Dannemora,  in  his  very  interesting  study  of 
insanity  among  adolescent  criminals,  presented  to  this  associa- 
tion last  year,  states  that  about  45%  of  the  adolescent  criminals 
admitted  at  Dannemora,  or  about  15%  of  the  total  number  of 
admissions,  have  been  diagnosed  as  cases  of  "  imbecility  with 
insanity."  He  considers  these  mental  symptoms  arising  in  defec- 
tives as  being  due  to  their  inability  to  live  under  prison  discipline 
and  their  natural  instability,  and  speaks  of  the  symptoms  as 
usually  including  "  depression,  elation,  excitement,  disturbance 
of  attention  and  apprehension,  delusions  and  hallucinations,  often 
of  a  dreamy  character.  Not  infrequently  the  patient  is  free  from 
the  more  serious  symptoms  in  two  or  three  days  after  admission 
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to  the  hospital  for  the  insane  and  in  a  week  or  two  may  be,  so 
far  as  can  be  determined,  in  his  normal  condition,  which  proves 
to  be  that  of  the  defective  youth  described." 

This  symptom-complex,  as  described  by  Dr.  North,  is  evidently 
essentially  the  same  as  that  designated  as  the  imprisonment  psy- 
chosis by  foreign  writers.  While  Dr.  North  would  apparently 
restrict  its  occurrence  to  the  imbecile  types,  the  German  writers 
speak  of  it  as  occurring  also  in  association  with  the  various  usual 
psychoses  as  dementia  praecox,  paranoia,  etc. 

Dr.  North's  findings  that,  of  all  the  admissions  at  Dannemora, 
36%  were  adolescents  who  averaged  21  years  of  age  and  that  it 
was  among  them  that  he  noted  the  transient  symptom-complex 
described,  agree  closely  with  the  conclusions  reached  by  Siefert 
( I ) .  The  latter  says,  "  As  to  the  question  whether  an  imprison- 
ment psychosis  or  a  true  psychosis  is  present,  a  consideration  of 
the  age  at  which  the  criminality  and  the  psychosis  developed 
is  of  the  greatest  importance.  A  psychosis  developing  after  30 
years  of  age  is  usually  organically  founded,  one  starting  beyond 
the  20th  year  is  also  usually  of  real  psychotic  origin — a  psychosis 
in  the  third  decade  of  life  in  one  who  has  recently  become  crimi- 
nalistic is  usually  a  true  and  not  an  imprisonment  psychosis." 
This  very  palpably  leaves  only  those  cases  developing  at  20 
years  of  age  or  younger  to  be  classed  among  the  imprisonment 
psychoses  proper,  according  to  Siefert's  view. 

The  cases  which  have  particularly  attracted  my  attention  have 
been  quite  similar  as  to  their  symptom  grouping  and  were 
characterized  by  a  partial  stupor  of  a  depressive  nature,  with 
associated  apprehensiveness  and  sometimes  delusions  of  per- 
secution and  hallucinations  of  hearing  and  sight.  The  transient 
nature  of  the  psychosis  particularly  interested  me,  but  it  was 
not  until  I  had  seen  a  very  typical  case  at  Kraepelin's  clinic  last 
fall  that  I  recognized  the  real  nature  of  these  cases  and  their 
place  in  the  classification. 

The  following  case  fairly  illustrates  the  type : 

Case  I. — W.  H.  E.,  age  21,  electrician,  married  at  18  and  has  one  child. 
Father  is  a  bartender  and  is  divorced  from  mother.  I  was  unable  to 
eHcit  any  further  family  history  of  significance.  As  a  child  he  is  said 
to  have  learned  fairly  well  in  school,  quitting  school  at  14  years  of  age. 
He  claimed  to  have  made  $2.50  to  $3.00  per  day  as  an  electrician. 
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The  patient  was  arrested  for  stealing  a  bicycle  which  he  stoutly  main- 
tained he  had  bought  from  a  stranger  but,  as  he  could  show  no  receipt, 
he  was  found  guilty  and  was  sentenced  to  six  months  imprisonment. 

A  few  days  after  the  beginning  of  his  sentence  he  began  to  be  fearful, 
thought  other  prisoners  were  chasing  him,  could  see  men  in  a  comer  of 
his  cell  with  a  rope  to  hang  him;  he  heard  strange  noises,  thought  his 
food  was  poisoned  and  was  afraid  of  everything.  He  was  somewhat 
destructive. 

About  four  weeks  after  the  beginning  of  his  sentence  he  was  transferred 
to  the  State  Hospital  for  Insane  at  Norristown.  Physical  examination 
on  admission  revealed  nothing  abnormal  except  a  head  and  face  of  a 
somewhat  defective  shape,  the  lower  jaw  being  of  the  very  heavy  type 
commonly  associated  with  the  criminal  classes.  No  anaesthesiae  or  other 
hysterical  stigmata  were  noted. 

On  admission  the  patient  refused  to  talk,  appeared  apprehensive,  drew 
away  when  anyone  attempted  to  approach  him  and  constantly  made  a  low 
moaning  sound.  Later  in  the  same  day  he  answered  questions  hestitatingly 
but  resumed  the  moaning  when  his  attention  was  not  engaged.  In  answer 
to  questions  he  expressed  the  ideas  stated  above  as  to  his  treatment  in 
prison. 

Two  days  after  admission  he  talked  readily  and  no  longer  moaned.  He 
stated  that  he  had  received  a  six  months  sentence,  but  after  that  remem- 
bered nothing  until  he  came  here.  He  denied  that  he  had  refused  to 
talk  on  admission  or  that  he  was  afraid  of  anyone. 

Four  days  after  admission  he  was  cheerful,  wrote  to  his  wife  and  assisted 
in  the  ward  work.  He  continued  to  improve  and  was  finally  discharged 
as  restored  at  the  end  of  his  six  months  sentence. 

In  this  case  there  was  evidently  a  somewhat  defective  basis,  though 
it  was  not  nearly  so  marked  as  in  some  of  my  other  cases.  The  factor 
of  the  injustice  of  the  imprisonment,  real  or  imaginary  on  his  part, 
evidently  played  an  important  role  in  bringing  about  the  psychosis,  as  he 
frequently  spoke  of  this  when  his  mental  condition  improved. 

Case  II. — H.  A.,  single,  age  20,  tailor  by  occupation.  Maternal  grand- 
mother, mother  and  maternal  aunt  are  all  said  to  have  been  insane.  As 
a  child  he  wouldn't  go  to  school.  Stole  from  his  father  and'  from  several 
stores.  He  would  not  work  though  he  was  given  several  positions.  Was 
twice  committed  to  the  Boys'  House  of  Refuge.  Thought  he  was  not 
treated  as  well  as  the  rest  of  the  family.  Threatened  and  choked  his  step- 
mother. 

On  April  29,  1907,  was  sentenced  to  six  years  in  the  penitentiary  for 
burglary,  having  fallen  in  with  two  professional  burglars. 

A  year  or  so  after  entering  prison  he  began  to  have  the  idea  that  the 
dentist  and  one  of  the  guards  had  conspired  to  poison  him.  He  tried  to 
stab  other  prisoners  for  imaginary  wrongs.  Refused  his  own  food  but 
would  eat  that  of  his  cell-mate.  He  was  easily  rendered  excitable  on 
slight  provocation,  was  noisy  and  violent  at  times. 
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On  admission  to  the  Norristown  State  Hospital,  October  19,  1910, 
physical  examination  revealed  nothing  except  some  of  the  degenerative 
stigmata  such  as  a  high  arched  palate  and  a  malformation  of  one  ear. 
When  questioned  he  answered  in  a  low  voice  and  appeared  fearful  and 
apprehensive,  at  times  becoming  somewhat  lachrymose.  Said  they  had 
a  drug  at  the  penitentiary  "to  put  you  out  of  the  way  if  they  didn't  like 
you." 

His  apprehensiveness  gradually  disappeared  during  the  first  ten  days 
of  his  stay  in  the  hospital.  There  is  remaining,  however,  a  very  evident 
defective  mentality.  He  is  suspicious  and  inclined  to  think  that  others 
fare  better  than  he.  Becomes  very  angry  on  slight  provocation,  and  at 
times  has  real  frenzies  of  rage  when  crossed.  This  defectiveness  is  so 
apparent  and  pathological  as  to  render  him  unfit  to  live  outside  of  a  hos- 
pital for  insane. 

He  is  classified  well  in  his  present  condition  under  the  heading  of  the 
so-called  moral  insanity  or  moral  imbecility. 

In  Case  III  there  was  apparently  some  mental  disturbance  prior 
to  the  imprisonment  if  the  testimony  of  relatives  can  be  believed. 
However  as  seen  by  the  following  account,  the  condition  assumed 
a  very  different  aspect  after  he  entered  prison. 

Case  HI. — B.  U.,  age  27,  married,  farmer.  His  father  is  a  moderate 
user  of  alcoholics,  otherwise  the  family  history  is  negative.  He  has  three 
brothers  and  five  sisters  living  and  apparently  normal.  He  is  said  to  have 
been  as  bright  as  other  children  but  had  lirtle  schooling.  His  mother 
claims  that  he  has  had  peculiar  seizures,  apparently  epileptic,  several 
times  a  year  from  childhood,  but  her  inability  to  describe  these  attacks 
and  her  general  manner  throws  some  discredit  upon  her  statements.  It 
was  also  stated  that  two  years  before  admission  he  was  noticed  to  be 
exalted  and  boastful  at  home  and  would  laugh  and  talk  to  himself.  A 
year  after  this  he  left  his  wife,  went  off  with  another  woman,  hired  a 
horse  and  later  sold  it.  He  was  sentenced  to  ten  years  in  the  penitentiary 
for  the  larceny. 

Four  months  after  entering  prison  he  was  noticed  to  be  peculiar  in  his 
actions.  At  times  would  refuse  food  and  destroy  clothing.  At  one  time 
stated  he  couldn't  hear,  at  another  that  he  couldn't  talk,  took  little  interest 
in  his  surroundings  and  lay  in  bed  most  of  the  time. 

On  admission  to  this  hospital,  March  9,  1908  (after  10  months  imprison- 
ment), the  patient  was  in  a  condition  of  partial  stupor  and  appeared  very 
apprehensive.  Answers  to  questions  were  difficult  to  elicit,  were  not 
always  relevant  and  were  gfiven  in  a  jerky,  whiney  voice.  He  exhibited 
at  first  a  peculiar  distorted  wrinkled  expression  of  countenance  which, 
together  with  a  tendency  to  mannerisms  and  resistiveness  at  times,  some- 
what suggested  catatonia.  He  sat  with  head  bowed,  holding  his  face 
between  his  hands  or  stood  about  in  doorways  as  if  afraid.  Was 
lachrymose  at  times. 

14 
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Physical  examination  showed  poorly  formed  ears,  a  high  arched  palate 
and  the  general  effect  of  one  with  a  poor  mental  endowment.  Deep 
reflexes  were  overactive.  It  was  impossible  to  secure  a  good  examination 
of  the  sensory  fields.  Nothing  otherwise  of  an  abnormal  nature  was 
noted. 

Five  days  after  admission  he  was  eating  well,  though  he  ate  poorly  at 
first.  Seven  days  after  admission  he  said  he  felt  better  but  became  lachry- 
mose when  asked  about  his  trouble. 

On  the  eleventh  day  he  helped  with  ward  work  and  wrote  to  his  wife. 
The  following  day  he  denied  all  knowledge  of  the  crime  or  his  confine- 
ment in  prison.  Continued  to  grow  more  cheerful,  gained  in  weight  but 
was  always  evasive  in  regard  to  his  crime  and  imprisonment,  usually 
maintaining  that  he  didn't  remember  them.  He  eloped  four  months  after 
admission  but  was  returned  three  weeks  later.  Upon  his  return  there  was 
a  slight  tendency  to  a  reversion  to  his  old  symptoms  but  this  soon  sub- 
sided and  he  was  returned  to  prison,  apparently  restored,  to  serve  the 
remainder  of  his  sentence,  August  19,  1908,  six  months  after  admission. 
There  has  been  no  recurrence  of  his  psychosis  since  his  return  to  prison. 

While  there  was  a  possibility  of  malingering  in  this  case  it  did  not  so 
impress  us  at  the  time  and  the  case  seems  to  correspond  rather  closely 
with  some  of  those  described  as  the  imprisonment  psychosis.  The  Ganser 
symptom-complex  was  also  strongly  suggested  as  the  Ganser  symptom 
of  approximate  answers  was  noted  at  first  to  a  certain  extent. 

The  peculiar  admixture  of  true  psychotic  symptoms  with  an 
evident  desire  and  intention  to  malinger  in  certain  of  these  im- 
prisonment cases  furnishes  one  of  the  most  complicated  mental 
groupings  imaginable.  I  have  in  mind  two  excellent  cases  illu- 
strative of  this  type. 

Case  IV. — J.  P.,  age  33,  native  of  Austria,  married,  machinist  by  occu- 
pation. Father  was  a  heavy  drinker  otherwise  nothing  of  an  abnormal 
nature  could  be  learned  of  his  family.  He  came  to  America  at  about  18 
years  of  age.  A  few  years  later  he  married  against  the  wishes  of  the 
girl's  father  who  later  induced  the  wife  to  return  to  her  former  home. 
It  is  claimed  that  the  girl  became  pregnant  by  her  own  father  and  when 
the  patient  heard  this  he  became  moody,  brooded  a  great  deal,  couldn't 
sleep  and  finally  determined  to  kill  his  father-in-law,  which  he  later  did. 

On  September  30,  1901,  he  was  declared  guilty  of  murder  in  the  first 
degree.  On  April  24,  1902,  his  sentence  to  death  was  commuted  to  life 
imprisonment  by  the  Board  of  Pardons.  March  3,  1906,  he  was  admitted 
to  the  State  Hospital  at  Norristown.  On  admission  he  was  stubborn, 
resistive,  violent  at  times,  and  refused  food.  He  talked  at  first  in  a  slow, 
hesitating  manner  but  soon  became  mute.  He  seemed  very  apprehensive. 
Physical  examination  was  impossible  owing  to  his  resistive  tendencies. 

One  week  after  admission  he  stated  privately  to  an  attendant  that  he 
hadn't  spoken  for  three  years  while  in  prison  and  that  he  had  made  a 
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mistake  by  speaking  here.  He  said  he  acted  thus  under  the  advice  of  his 
lawyer  who  told  him  that  after  he  was  sent  up  here  he  could  be  gotten 
free.  He  requested  pencil  and  paper  so  that  he  could  write  to  his  mother 
at  night  and  have  the  letter  mailed  secretly. 

Two  weeks  later  another  attendant  reported  that  the  patient  talked 
to  him  when  no  one  was  observing;  talked  well  but  asked  the  attendant 
to  report  to  the  doctor  that  he  talked  "  crazy."  He  asked  if  there  was 
any  chance  of  his  being  sent  back  to  prison  and  said  the  doctors  might 
send  him  back  as  cured — he  was  sorry  he  had  talked  so  much. 

January  5,  1907,  he  ate  voluntarily  for  the  first  time,  having  been  fed 
mechanically  before.  Still  bites,  scratches  and  struggles  when  an  attempt 
is  made  to  care  for  him.  April  i,  1907.  Has  gradually  improved  until 
now  he  is  up  and  about,  talks  a  little,  is  tidy  and  does  some  ward  work. 
August  12,  1907.  He  talks  readily,  and  his  mental  condition  is  normal 
save  for  occasional  periods  of  mild  depression  and  a  slight  tendency  to  be 
emotional  at  times.  Physical  examination  since  he  has  improved  shows 
a  defective  type  of  face  and  the  head  is  poorly  shaped.    Hair  coarse. 

September  17,  1907.  Returned  to  prison  as  restored.  There  has  been  no 
record  of  a  recurrence  in  this  man's  case. 

Case  V. — G.  N.,  age  23,  single,  a  carriage  painter.  Little  is  known  of 
the  father.  The  mother  was  very  quick  tempered.  The  patient  was  the 
youngest  of  twelve  children,  one  of  whom  is  weak-minded  and  is  in  a 
training-school  for  the  feeble-minded  at  present.  It  has  been  learned 
that  he  got  on  poorly  in  school  and  went  to  work  at  9  years  of  age.  He 
was  violent  tempered  and  dissipated,  using  liquor  and  possibly  also  opium. 
He  was  a  cigarette  fiend,  and  admitted  having  been  infected  with 
gonorrhea  but  not  with  syphilis. 

The  patient  murdered  his  mother  with  a  hatchet  while  in  a  fit  of  rage 
because  she  refused  him  money.  He  was  found  guilty  of  murder  in  the 
first  degree ;  but  subsequently,  having  developed  symptoms  of  insanity 
while  in  prison,  he  was  sent  to  the  Norristown  State  Hospital  December 
26,  1904. 

Upon  admission  he  was  in  an  apparently  semi-stuporous  condition  and 
continually  made  a  low  moaning  sound.    Urinated  in  bed. 

January  27,  1905.  Continues  apparently  in  a  stuporous  condition.  Eats 
only  when  fed  with  a  spoon.  Will  now  roll  out  of  bed  and  catch  himself 
but  will  urinate  on  the  floor  unless  placed  upon  the  commode.  Never 
soils  himself  with  feces.  Is  mute  and  takes  no  apparent  interest  in  his 
surroundings. 

February  15,  1905.  (Seven  weeks  after  admission.)  While  only  one 
attendant  was  on  the  hall,  most  of  the  other  patients  being  out  of  doors, 
the  attendant  noticed  that  a  patient  in  the  bed  next  to  N —  was  uncovered 
and  went  to  cover  him.  N —  caught  hold  of  attendant,  stating  that  he 
had  pulled  off  the  covering  of  the  other  patient  purposely  to  get  the 
attendant  to  come  near  so  he  could  talk  to  him.  He  said :  "  I  want  to  tell 
you  something  as  you  are  the  only  fellow  I  see  that  I  can  trust.     I  am 
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playing  the  game  here  as  I  want  to  save  my  life.    You  know  the  terrible 

crime  I  committed.    Don't  tell  anyone  that  I  talked  to  you,  especially 

(another  attendant),  as  he  is  a  two-faced  fellow.  He  was  talking  about 
you  the  other  day."  At  this  point  a  patient  was  heard  approaching,  N — 
stopped  talking  and  resumed  his  moaning  sound. 

April  I,  1905.  Takes  food  voluntarily  from  tray.  Moaning  sound  con- 
tinues.   Will  not  walk  without  assistance. 

June  12,  1905.  For  the  first  time  walks  unassisted.  Answers  questions 
coherently  but  with  diffidence.    Observes  everything  but  seems  not  to  do  so. 

April  I,  1906.    Quiet  but  cheerful,  talks  little.    Works  well  on  the  ward. 

After  the  above  date  the  patient  gradually  gained  in  self-assurance  until 
at  the  end  of  another  year  he  was  apparently  as  normal  as  was  possible 
for  him.  His  physical  appearance,  however,  suggested  decidedly  the  de- 
fective, the  head  being  poorly  formed,  also  the  ears,  the  nose  unnaturally 
long  and  the  chin  very  weak  and  vacillating.  The  patient  has  shown  a 
tendency  to  grow  irritable  easily  and  then  will  strike,  though  he  has  gained 
much  in  self-control  in  the  past  few  years.  He  is  jovial  as  a  rule  and 
somewhat  boastful  in  manner.  He  is  very  much  devoted  to  the  interests 
of  the  hospital  and  has  often  prevented  the  escape  of  other  patients  by 
alertness  and  by  lending  active  assistance.  The  interesting  fact  about 
his  present  condition  is  that  any  little  discipline  or  harsh  language  from 
one  in  authority  will  at  once  bring  on  a  slight  recurrence  of  his  old 
symptoms;  he  becomes  moody,  silent  and  morose  and  has  the  old  appre- 
hensive look  to  a  degree.  He  is  perfectly  satisfied  at  the  hospital  but 
apparently  is  in  more  or  less  constant  fear  of  being  returned  to  prison  to 
suffer  the  penalty  of  the  law. 

I  have  not  the  slightest  doubt  that  a  return  to  prison  would  at  once 
bring  on  his  former  symptom-complex  though  perhaps  in  a  modified  form. 
He  is  plainly  an  imbecile  both  as  to  his  physical  and  mental  traits,  and  his 
powers  of  resistance  to  anything  in  the  way  of  hardship,  unkindness  or 
discipline  are  far  below  the  normal. 

To  trace,  however,  the  exact  relation  of  the  simulated  (for 
there  was  evidently  an  intent  of  simulation  here)  to  the  real  psy- 
chotic symptoms,  in  cases  such  as  the  last  two,  is  a  most  difficult 
task.  On  this  point  Monkmoller  says,  "  As  a  physician  one 
must  be  very  cautious  in  making  a  diagnosis  of  simulation  since 
the  fate  of  one  branded  with  the  mark  of  "  simulator  "  is  not, 
to  say  the  least,  bettered.  Many  acute  forms  take  on  a  very 
wonderful  character  and  can  conceal,  under  a  mask  of  obvious 
simulation,  a  more  or  less  pathological  personality." 

The  real  facts,  no  doubt,  are  that  the  real  and  simulated  symp- 
toms are  so  closely  intermingled  in  the  mental  picture  that  it  is 
well  nigh  impossible  to  differentiate  them.  We  may  suppose, 
however,  that  the  temptation  to  simulate  insanity  comes  sooner 
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or  later  to  many  prisoners,  especially  those  of  unstable  personality 
whose  whole  lives  have  been  devoid  of  self-discipline  of  any 
sort  and  who  cringe  before  the  necessity  of  undergoing  rigorous 
prison  regime  for  a  period  of  time. 

The  confinement  within  four  walls  (especially  where  the  con- 
finement is  solitary)  cuts  off  many  sources  of  the  usual  external 
sensory  stimuH,  and  und^r  such  conditions,  as  suggested  by 
Rildin,  the  various  organic  stimuli  (such  as  the  vascular  sounds 
in  the  middle  ear)  assume  an  entirely  abnormal  prominence  and 
may  give  rise  to  hallucinations  or  illusions.  The  digestive  dis- 
turbances likely  to  arise  from  poor  food  and  insufficient  exercise 
may  easily  give  rise  to  the  idea  that  the  food  is  poisoned  and 
this  suspicion  is  only  confirmed  in  the  mind  of  the  prisoner  if 
sedative  medicine  is  administered  in  his  food. 

The  apprehensive  state  developing  as  a  result  of  hallucinations 
and  delusions  of  such  nature  may  well  merge  into  a  condition  of 
partial  or  complete  depressive  stupor  and  it  is  often  at  this  stage 
in  the  disease  that  the  prisoner  is  transferred  to  the  hospital  for 
insane. 

Now  as  the  patient  gradually  or  rapidly  improves  under  the 
pleasanter  and  more  natural  surroundings  of  the  modern  hospital 
for  insane,  the  process  of  recovery  will  go  on  uninterruptedly 
if  there  has  been  no  initial  thought  of  simulation.  However,  if 
such  an  idea  were  present  in  the  beginning,  but  was  buried  in 
the  avalanche  of  true  psychotic  symptoms,  it  is  most  probable 
that,  as  the  clouding  of  consciousness  disappears  and  the  patient 
realizes  that  he  is  in  an  insane  asylum,  the  thought  of  simulation 
will  recur  to  his  mind,  and,  lacking  insight  and  possessing  more  or 
less  complete  amnesia  as  to  the  events  surrounding  his  entrance  to 
the  hospital,  he  will  arrive  at  the  conclusion  that  he  is  in  the  hos- 
pital because  of  this  simulation  and  that,  if  he  is  to  stay  there 
instead  of  being  returned  to  prison,  he  must  continue  to  show 
mental  symptoms. 

Such  a  line  of  thought  helps  to  explain  the  actions  of  the  last 
two  cases  reported.  If  these  men  had  been  genuine  malingerers 
it  is  hardly  probable  that  they  would  have  confided  in  anyone, 
much  less  an  employe  of  the  hospital.  One  of  the  men  (Case  IV) 
within  a  week  following  admission  stated  or  at  least  implied  that 
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he  was  malingering,  which  would  never  have  been  done  by  a 
shrewd  sane  man  bent  on  a  deception  of  this  character. 

The  relation  of  this  symptom-complex  to  hysteria  is  uncertain 
and  not  fully  established. 

In  discussing  a  very  typical  case  of  this  kind  shown  by  him  at 
a  clinic  (November,  1910),  Kraepelin  stated  that  the  man  had 
certain  stigmata  of  hysteria,  as  constriction  of  the  visual  fields, 
and  that  he  considered  it  a  disease  related  to  hysteria,  though  not 
wholly  hysterical  in  nature.  Other  authors  are  slow  in  com- 
mitting themselves  on  this  point  though  all  consider  it  of  psycho- 
genic origin.  Hysterical  stigmata  were  noted  in  only  one  of  my 
cases. 

As  to  the  relation  of  the  symptom-complex  under  discussion 
to  the  other  psychoses,  we  have  much  authority  for  the  statement 
that  it  may  be  seen  in  conjunction  with  and  complicating  almost 
any  of  the  usual  psychoses.  Personally  I  have  seen  it  only  com- 
plicating a  case  of  the  depressed  type  of  manic  insanity  or  at 
least  the  history  and  course  of  the  case  thus  far  (the  patient 
having  been  in  the  hospital  only  a  few  months)  would  seem  to 
warrant  this  diagnosis.  Otherwise  all  of  my  cases  (numbering 
nine  in  all)  have  been  developed  simply  on  a  basis  of  mental  and 
moral  defectiveness. 

CONCLUSIONS. 

1.  The  symptom-complex  under  discussion  cannot  be  regarded 
as  a  disease  entity. 

2.  It  develops  most  often  in  the  adolescent  or  young  criminal. 

3.  While  it  may  complicate  other  psychoses  it  very  often  occurs 
simply  upon  a  markedly  defective  basis,  which  in  some  cases 
amounts  to  imbecility. 

4.  It  is  not  infrequently  associated  with  evidences  of  an  attempt 
at  simulation. 

5.  While  related  to  hysteria  in  nature  it  can  hardly  be  regarded 
as  a  hysterical  psychosis,  though  of  psychogenic  origin. 

6.  Great  apprehensiveness  with  partial  stupor,  hallucinations  of 
sight  and  hearing,  and  often  mutism  are  frequently  the 
most  prominent  symptoms.  Their  rapid  disappearance  upon 
transfer  to  a  hospital  for  insane  is  usual  and  striking. 
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DISCUSSION. 

Dr.  Biddle. — I  have  been  very  much  interested  in  Dr.  Richardson's 
paper.  My  reason  has  been  stimulated  by  reason  of  recent  experience  with 
cases  of  prison  psychosis.  It  has  been  one  of  my  duties  to  certify  to 
insane  prisoners  at  the  Leavenworth  Federal  Prison. 

In  several  of  these  cases,  I  have  been  impressed  with  the  element  of 
malingering,  described  by  Dr.  Richardson.  Two  of  these  cases,  some  time 
ago,  were  transferred  to  the  Government  Hospital,  where  they  re- 
mained for  a  few  months,  when  they  were  returned  to  the  prison  as 
restored  to  their  right  mind ;  and  a  special  report  to  the  warden  by  the 
superintendent  of  the  hospital,  expressed  the  belief  that  they  were 
malingerers,  and  described  fully  the  history  of  the  cases  while  in  the 
hospital — a  description  certainly  justifying  the  opinion  of  malingering. 

Soon  after  these  cases  were  returned  to  the  prison,  the  psychosis  re- 
turned in  both  cases,  rendering  it  necessary  for  them  to  again  be  re- 
turned to  the  hospital. 

In  considering  these  cases,  it  was  apparent  that  there  was  an  inclination 
on  the  part  of  the  prisoners  to  exaggerate  or  distort  the  clinical  picture 
of  the  psychosis ;  however,  the  history  of  the  cases  pointed  so  clearly  to 
alienation  that  there  could  be  no  reason  for  doubt  of  insanity. 

I  am  clearly  of  opinion  that  the  element  of  malingering  described  by  Dr. 
Richardson  is  a  common  factor  in  prison  cases. 

Dr.  Frank  Woodbury. — Dr.  Richardson  seems  to  have  very  completely 
summarized  the  subject  of  prison  psychosis,  and  has  clearly  presented  views 
which  appear  to  be  generally  accepted.  As  I  had  the  opportunity  of 
studying  two  of  the  cases  with  him,  referred  to  in  his  paper,  it  is  perhaps 
only  proper  that  I  should  make  a  few  remarks  in  discussion,  if  only  to 
confirm  his  statements.  I  think  that  there  is  an  element  of  truth  present  in 
the  popular  idea  that  the  mental  faculties  may  be  impaired  or  lost  by 
prison  discipline  and  prolonged  confinement.  Constant  brooding  over  an 
unhappy,  perhaps  hopeless,  condition,  the  monotony  of  existence,  disap- 
pointment, remorse  and  vain  regrets  for  lost  opportunities,  all  tend  to  pro- 


2l6  DISCUSSION. 

duce  depressed  states  and  suggest  suicidal  impulses.  When  it  is  considered, 
moreover,  that  a  large  proportion  of  criminals  have  a  bad  heredity  and 
have  degenerate  and  defective  affiliations,  it  is  not  a  matter  of  surprise  that 
under  such  conditions  insanity  sometimes  develops.  In  these  cases,  how- 
ever, it  is  possible  that  the  imprisonment  merely  developed  a  latent  mental 
defect,  or  gave  it  the  opportunity  of  becoming  active ;  the  environment 
being  the  contributing  and  not  the  actual  cause  of  the  breakdown.  The 
mental  instability  and  constitutional  inferiority  of  body  as  well  as  mind, 
which  characterizes  so  many  inmates  of  prisons  and  penitentiaries,  lends 
support  to  the  view  that  an  innate  mental  tendency  to  insanity  may  be 
present  before  the  prison  psychosis  develops.  From  this  point  of  view  also, 
it  would  appear  evident  that  almost  any  form  of  mental  disorder  might 
develop  while  an  individual  is  in  custody.  Even  types  that  are  known  to 
depend  upon  the  abuse  of  alcoholic  drink  or  drugs,  or  upon  infection  of 
syphilitic  nature,  might  be  expected  among  prisoners,  because  venereal 
diseases  and  drug  addiction  are  known  to  be  rife  among  this  class  of  the 
population.  The  question  may  be  asked  whether  among  the  many  forms 
of  insanity  occurring  among  prisoners,  there  is  anyone  which  pre-eminently 
deserves  the  title  of  "  The  Prison  Psychosis."  The  answer  I  would  make 
is  that  if  anyone  may  be  singled  out  for  this  designation  it  would  probably 
be  the  form  of  depression,  with  tendency  of  fixed  ideas,  and  hallucinatory 
phenomena,  and  possibly  even  mental  dulness  approaching  stuporous 
condition,  or  suicidal  attempts,  all  of  which  will  clear  up  after  removal 
to  a  better  environment,  such  as  would  be  found  in  a  large  hospital  for  the 
insane.  The  fact  of  the  recovery  and  the  return  to  the  normal  mental 
condition  is  not  a  proof  that  the  patient  was  a  malingerer,  but  there  is 
evidently  a  necessity  for  exercising  great  care  in  diagnosis,  in  order  to 
distinguish  cases  of  simple  depression  from  cases  of  true  melancholia, 
and  I  think  that  Dr.  Richardson  has  made  this  point  clear  in  his  valuable 
communication. 


A  STUDY  OF  CERTAIN  SERUM  REACTIONS  IN  THE 
BLOOD  SERUM  OF  GENERAL  PARALYTICS,  AND 
ITS  FAMILIAL  ASPECTS. 

By  HENRY  C  EYMAN  AND  JOHN  D.  O'BRIEN. 

"  And  the  blood  thereof  is  the  life  of  the  flesh  thereof." 

The  importance  of  this  particular  constituent  of  the  human 
organization  has  long  been  recognized.  Medical  men  have  rea- 
lized its  supreme  importance,  and  from  the  days  when  the  barbers 
were  the  surgeons  and  painted  their  signs  to  represent  the  flow- 
ing blood,  down  to  the  present  day  "  the  blood  thereof  "  has  been 
regarded  as  "  the  life  of  the  flesh  thereof." 

Every  organ  of  the  body,  and  every  tissue  thereof,  is  nourished 
by  it,  and  it  is  also  the  source  of  every  secretion.  How  important 
then  must  be  its  function,  and  how  disastrous  when  from  want 
of  proper  functionating  of  the  vessels  which  carry  it,  or  from 
toxic  changes,  or  from  some  cause  which  produces  a  dispropor- 
tion of  its  constant  constituents,  we  have  an  anemic  condition, 
a  hyperemia,  or  a  blood  dyscrasia. 

As  you  all  know  normal  blood  is  composed  of  red  corpuscles, 
small  bi-concave,  floating  disks,  white  corpuscles,  leucocytes,  cells 
of  protoplasm  having  ameboid  movements.  The  red  corpuscles 
contain  haemaglobin,  and  are  consequently  oxygen  carriers.  The 
white  corpuscles  take  up  foreign  particles  in  the  blood.  The 
plasma  is  the  colorless  fluid  in  which  the  corpuscles  float  during 
life.  The  number  of  red  corpuscles  in  a  cubic  millimeter  of  blood 
originally  estimated  by  Welcker  at  5,000,000  for  men,  and  4,500,- 
000  for  women,  has  not  been  materially  changed  by  later  ob- 
servers, though  the  trend  of  opinion  seems  to  be  that  the  esti- 
mate is  rather  too  low.  Some  investigators  having  obtained  an 
average  of  5,900,000  and  one  of  6,000,000.  There  is  also  a  slight 
difference  in  the  observation  of  investigators  as  regards  the  rela- 
tive number  of  red  corpuscles  of  men  and  women.  Welcker  hav- 
ing placed  it  at  500,000  and  more  recent  writers  at  1,000,000.  It 
has  been  well  demonstrated  that  the  nervous  system  is  a  large 
factor  in  eflfecting  alterations  in  the  quality  of  the  blood.     It 
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has  been  demonstrated  that  section  of  the  cord  above  the  origin 
of  the  splanchnic  nerves  is  followed  by  general  dilatation  of  the 
blood  vessels,  and  reduction  in  the  proportion  of  red  cells.  Also 
that  vaso-motor  paralysis  is  followed  by  local  and  general  increase 
in  the  volume  of  blood  with  diminished  specific  gravity  and  pro- 
portion of  red  cells,  while  in  constriction  of  the  vessels  we  have 
an  increase  of  specific  gravity  and  an  increase  in  the  proportion 
of  red  cells.  Therefore  the  therapeutic  value  of  cold  baths, 
which  is  almost  necessarily  followed  by  contraction  of  the  vessels, 
and  consequent  increase  in  proportion  of  red  and  white  cells, 
and  the  opposite  effect  of  the  use  of  the  hot  pack,  and  the  inhala- 
tion of  amyl  nitrite.  You  will  recollect  that  one  of  the  means 
of  differentiating  the  delirium  of  cerebral  anemia  from  the  de- 
lirium of  cerebral  hyperemia  is  the  use  of  amyl  nitrite  as  an 
inhalation.  In  hyperemia  we  have  almost  immediate  relief,  and 
in  anemia  an  intensification  of  symptoms.  Many  authors  have 
observed  the  influence  of  psychical  emotions  on  the  character  of 
the  blood  in  different  regions  of  the  body.  Under  the  influence  of 
intense  emotional  excitement  the  proportion  of  red  cells  changes 
in  an  incomprehensible  manner. 

Dr.  Jacobi  reports  a  case  of  an  hysterical  woman,  whose  blood 
examination  showed  on  November  12th,  3,892,000  red  cells ;  on 
December  nth,  8,084,000  red,  and  192,200  white;  on  December 
i6th,  3,393,000  red,  and  22,000  white.  Our  own  observation  on 
an  extremely  hysterical  patient  shows  an  almost  equally  radical 
change  in  number  and  proportion.  Massage  and  electricity  will 
cause  an  immediate  increase  in  the  number  of  red  cells.  Of  course 
there  is  a  physiological  variation  in  the  volume  and  composition 
of  the  blood  according  to  the  constitution  of  the  individual  and 
the  degree  of  muscular  development.  Then  there  is  a  great 
variety  of  physiological  conditions,  producing  marked  but  transi- 
tory changes  in  the  blood,  such  as  active  digestion,  muscular  exer- 
tion, profuse  perspiration  and  temporary  cyanosis. 

Now  I  would  say  in  the  study  we  have  made  of  serum  reactions 
and  blood  conditions  we  have  taken  all  these  normal  changes  into 
consideration.  Knowing  then  the  extreme  importance  of  blood 
conditions  these  studies  were  based  upon  the  known  departures 
from  the  normal. 
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The  sero-diagnosis  of  a  syphilitic  infection  commonly  known 
as  the  Wasserman  reaction,  is  based  upon  the  work  published  by 
Bordet  in  1899,  and  Bordet  and  Gengon  in  190 1.  In  1906  Was- 
serman applied  the  method  of  Bordet  and  Gengon.  It  was  then 
shown  that  the  absence  of  haemolysis  could  be  made  available 
as  a  naked  eye  test  indicative  of  specific  infection,  and  that  the 
occurrence  of  haemolysis  negatived  the  existence  of  such  infec- 
tion, serving  to  demonstrate  the  presence  or  absence  of  the  body 
arising  from  a  syphilitic  infection. 

Since  1906  it  has  been  utilized  in  medicine  throughout  the 
world.  It  has  been  of  inestimable  value  to  the  clinician  both  as 
a  diagnostic  and  therapeutic  agent;  its  importance  has  been  rea- 
lized in  psychiatry,  affording  us  more  corroborative  and  definite 
information  relative  to  the  causative  factors  of  some  mental  dis- 
orders, more  particularly  general  paralysis  of  the  insane.  The 
frequency  of  the  occurrence  of  a  positive  reaction  in  the  serum  or 
cerebro-spinal  fluid  varies  greatly  with  different  workers,  in  fact 
the  discrepancy  has  been  so  wide  as  to  some  times  discredit  the 
value  of  such  a  reaction. 

In  our  examinations  of  137  general  paralytics  the  Wasserman 
reaction  was  found  positive  in  the  blood  serum  in  71%  of  the 
cases,  and  the  same  reaction  positive  in  the  cerebro-spinal  fluid 
in  76%.  In  glancing  over  the  statistics  of  various  workers  re- 
cently I  believe  our  results  are  about  uniform. 

Relative  to  the  variability  of  the  intensity  of  the  reaction  in 
different  phases  of  the  disease  no  definite  relationship  between 
the  intensity  of  the  serum  reaction  and  the  stage  of  the  disease 
can  be  established.  As  regards  the  effect  of  mercury  on  the  Was- 
serman reaction  in  general  paralysis  no  change  can  be  reported 
by  us.  Wasserman,  Citron,  Berling  speak  of  the  impossibility  of 
converting  a  positive  into  a  negative  reaction  with  large  doses  of 
mercury  in  general  paralysis.  As  regards  the  effect  of  "  606  " 
upon  cases  of  general  paralysis  more  data  are  needed. 

In  conjunction  with  the  examination  of  the  blood  serum  of  the 
general  paralytic  for  the  Wasserman  reaction,  it  was  concluded 
to  ascertain  how  prevalent  such  a  reaction  was  to  be  found  in 
the  blood-serum  of  the  wife,  children  and  near  relatives  of  the 
general  paralytic.  To  obtain  blood  for  such  examination  requires 
considerable  diplomacy,  the  wife  or  relative  very  often  regarding 
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the  procedure  with  suspicion.  Then,  on  the  other  hand,  some- 
times the  relatives  of  patients  suffering-  from  general  paralysis 
knowing  that  we  were  making-  tests,  have  requested  that  an 
examination  of  their  own  blood  be  made  for  the  benefit  of  them- 
selves and  their  children. 

The  following  shows  percentage  of  frequency  of  this  reaction. 
Of  19  wives  of  general  paralytics  12  gave  positive  reaction.  Of 
3  husbands  of  general  paralytics  i  gave  positive  reaction.  Of  13 
children  of  general  paralytics  1 1  gave  positive  reaction.  Mothers 
of  3  male  general  paralytics  all  gave  negative  reaction.  Fathers 
of  4  male  general  paralytics  2  gave  positive  and  2  negative  reac- 
tion. Two  brothers  gave  negative  reaction,  i  positive  reaction. 
Two  sisters  gave  negative  reaction,  i  positive  reaction.  There 
was  no  visible  manifestation  of  syphilis  present  in  any  of  the 
above  mentioned  cases,  save  one  sister  who  showed  old  iritis,  one 
wife  hemiplegia.  The  husband  of  a  female  paretic  has  since  been 
admitted,  suffering  from  general  paralysis. 

It  occurred  to  us  that  possibly  some  definite  serum  reaction 
might  be  developed  along  the  lines  of  the  Wasserman  reaction,  or 
complement  fixation  method,  utilizing  the  bacillus  paralyticans  as 
an  antigen  instead  of  the  usual  syphilitic  liver  extract. 

As  a  result  of  continual  observation  of  the  b.  paralyticans  and 
its  constant  presence  among  general  paralytics  it  was  determined 
that  an  effort  be  made  to  ascertain  something  further  through 
serology  as  to  its  relation  to  general  paral3rtics,  their  families  and 
other  types  of  mental  disorder. 

The  original  Wasserman  method  was  followed,  using  an  emul- 
sion to  the  bacillus  paralyticans  as  an  antigen.  With  this  method 
the  blood  serum  of  the  wives  of  10  general  paralytics  of  this 
series  were  examined  six  gave  positive  reaction  (60%). 

Of  2  husbands  of  female  general  paralytics  i  gave  positive 
reaction.  Of  42  general  paralytics  36  gave  positive  reaction 
(90%). 

Of  27  other  types  of  insanities  8  gave  positive  reaction  (30%). 
Of  16  nurses  examined  who  were  thrown  in  contact  more  or  less 
with  general  paralytics  and  chronic  insane,  two  gave  positive 
reaction  (12^%). 

The  blood  serum  of  130  prostitutes,  the  selection  being  made 
from  different  cities  in  the  state,  were  next  examined ;  of  this 
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number  92  gave  positive  reaction  (70%).  It  was  also  observed 
relative  to  the  prostitute,  that  such  reaction  did  not  occur  in 
prostitutes  who  had  been  in  the  business  under  i^  years. 

In  the  cerebro-spinal  fluid  of  9  general  paralytics  the  reaction 
was  found  in  6  (70%).  In  four  other  types  of  mental  disorder 
the  reaction  was  found  positive  in  one  case  (25%). 

Resume : — i  The  Wasserman  reaction  as  a  diagnostic  agent  is 
of  great  value  in  the  diagnosis  of  general  paralysis. 

2  A  positive  Wasserman  reaction  in  the  cerebro-spinal  fluid, 
even  in  the  absence  of  well  defined  mental  symptoms,  is  almost 
always  indicative  of  general  paralysis. 

3  A  positive  Wasserman  reaction  was  found  in  the  blood 
serum  of  the  wives  of  general  paralytics  in  60%  of  the  cases 
examined ;  in  the  blood  serum  of  the  children  a  positive  reaction 
was  found  in  84%  of  the  cases  examined. 

On  looking  at  the  results  of  the  reaction  utilizing  the  bacillus 
paralyticans  as  an  antigen,  a  striking  similarity  is  noticed. 

1  A  positive  reaction  is  foimd  in  the  blood"  serum  of  the  wives 
of  general  paralytics  in  60%  of  the  cases  examined. 

2  Among  general  paralytics  this  reaction  is  found  in  90%  of 
the  cases  examined. 

The  blood  serum  of  the  prostitute  gives  a  positive  reaction  in 
73%  of  the  cases. 

The  results  above  noted  would  probably  lead  us  to  the  conclu- 
sion that  general  paralysis  is  not  due  to  syphilis  alone,  at  least  not 
as  usually  described,  but  that  we  have  in  addition  a  special,  and 
up  to  the  present  time,  unrecognized  and  undescribed  venereal 
infection  probably  entirely  distinct  from  syphilis. 

DISCUSSION. 

Dr.  Burgess. — It  would  appear  that  the  finding  of  a  positive  reaction  to 
this  test  in  the  blood  serum  of  such  a  large  percentage  of  the  wives  and 
children  of  general  paralytics,  somewhat  discounts  its  value  as  a  diagnostic 
agent,  except  as  merely  subsidiary  to  the  reaction  obtained  by  examination 
of  the  cerebro-spinal  fluid.  Such  a  large  number  of  relatives,  giving  a 
positive  reaction,  although  clinically  not  suffering  from  either  syphilis  or 
general  paresis  themselves,  would  seem  to  bear  out  this  view. 

The  subject  is  undoubtedly  an  interesting  one,  and  is  worthy  of  having 
much  more  work  done  upon  it,  now  that  Drs.  Eyman  and  O'Brien  have 
suggested  it  by  their  findings. 


ON  CERTAIN  PROBLEMS  PRESENTED  BY  CASES  OF 
GENER.\L  PARALYSIS  WITH  FOCAL  SYMPTOMS. 

By  C.  MACFIE   CAMPBELL,   M.D., 

First  Assistant  Physician,  Bloomingdale  Hospital,  White  Plains.  N.  Y.; 

Formerly  Associate  in  Clinical  Psychiatry,  Psychiatric 

Institute,    Ward's   Island,   N.    Y. 

General  paralysis  presents  many  problems  both  to  the  clinician 
and  to  the  pathologist.  The  clinician  meets  these  problems  at 
every  stage  of  the  disorder,  and  a  merely  casual  review  of  their 
nature  would  already  bring  us  into  contact  with  almost  every 
other  important  group  of  mental  disorders.  Even  where  the 
diagnosis  is  clear,  the  meaning  of  the  various  elements  in  the 
clinical  picture,  and  the  reason  of  the  great  variety  in  the  rela- 
tive prominence  of  the  individual  symptom's  are  quite  obscure. 
The  differential  diagnosis  of  general  paralysis  in  its  incipient 
stages  from  certain  functional  psychoses,  from  conditions  due 
to  exhaustion  or  to  the  action  of  various  poisons,  is  not  always 
easy;  in  the  later  stages  it  may  be  extremely  difficult  to  differ- 
entiate between  general  paralysis  and  other  organic  dementias 
arising  on  the  basis  of  cerebral  syphilis,  brain  tumor,  cerebral 
arteriosclerosis,  senile  brain  atrophy,  etc.  In  the  clinical  pic- 
ture of  the  organic  dementias  focal  symptoms  frequently  play  an 
important  role,  and  in  this  communication  I  propose  to  dis- 
cuss some  points  with  regard  to  the  focal  symptoms  in  general 
paralysis. 

Focal  symptoms  may  be  present  in  a  case  of  general  paralysis 
without  there  being  any  evidence  of  a  direct  relationship  between 
the  cause  of  the  focal  symptoms  and  the  general  paralysis ;  this 
is,  for  example,  what  is  found  in  certain  cases  with  traumatic 
lesions.  I  may  refer  to  a  case  of  general  paralysis  with  complete 
anosmia,  recently  observed  in  the  clinical  service  of  the  Psychia- 
tric Institute.  The  anosmia  was  due  to  the  destruction  of  the 
olfactory  lobes  by  a  fall  in  the  hunting  field,  which  occurred 
thirty  years  before  the  onset  of  the  general  paralysis. 
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In  cases  with  traumatic  incidents  the  situation  is  not  always  so 
clear  as  in  the  patient  with  anosmia  of  traumatic  origin.  One 
of  my  patients  had  on  two  occasions  a  rather  severe  injury  in 
the  period  of  the  insidious  onset  of  general  paralysis ;  on  the 
second  occasion  there  was  evidence  of  fracture  of  the  base  of 
the  skull,  followed  by  a  traumatic  delirium.  In  the  clinical  pic- 
ture which  the  patient  presented  under  observation,  aphasic 
symptoms  and  weakness  of  the  right  side  were  present  in  addi- 
tion to  the  physical  symptoms  of  general  paralysis.  At  the  autopsy 
there  was  found  some  cortical  softening  in  the  peri-sylvian 
region,  but  even  after  microscopical  study  of  this  area  it  was 
difficult  to  say  what  role  had  been  played  by  the  trauma  and  by 
the  general  paralysis  respectively  in  its  causation. 

I  have  mentioned  these  cases  merely  to  indicate  the  general 
range  of  the  topic,  and  shall  pass  now  to  cases  where  the  focal 
symptoms  are  more  intimately  related  to  the  general  paralysis. 
They  may  be  related  only  indirectly  to  the  general  paralysis, 
inasmuch  as  they  have  their  origin  in  the  same  syphilitic  infec- 
tion ;  they  may  be  related  very  directly  to  the  general  paralysis 
and  be  due  to  the  special  severity  of  the  paralytic  process  in 
definite  regions  of  the  cortex  (Lissauer's  atypical  paralysis). 

I  shall  begin  with  a  case  of  a  very  familiar  type.  The  patient, 
a  janitor,  at  the  age  of  33  had  a  left-sided  hemiplegic  attack  with- 
out loss  of  consciousness ;  the  attack  left  slight  permanent  weak- 
ness of  the  left  side.  Nine  years  later  the  insidious  onset  of 
general  paralysis  began,  the  disorder  ran  a  typical  course  and 
the  patient  died  at  the  age  of  45.  The  post-mortem  examination 
disclosed  the  typical  histopathological  changes  of  general  paral- 
ysis ;  in  addition  there  was  endarteritis  obliterans,  with  aneurysmal 
dilatation  and  occlusion  of  the  cerebral  vessels  which  had  caused 
a  sub-cortical  softening  in  the  region  of  R.  F.  3. 

A  hemiplegic  attack  at  the  age  of  33,  in  the  absence  of  valvu- 
lar heart  disease  or  any  general  infection  may  in  the  majority  of  in- 
stances safely  be  attributed  to  a  syphilitic  disorder  and  usually 
arises  on  the  basis  of  an  endarteritis  obliterans  (Heubner's  type). 
In  the  present  case  the  autopsy  confirmed  this  view.  We  had  to 
deal  therefore  with  a  case  of  general  paralysis  which,  at  an  earlier 
period,  presented  evidence  of  syphilitic  cerebral  vascular  disease. 
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In  view  of  the  fact  that  general  paralysis  seems  only  to  occur  in 
patients  who,  at  a  long  antecedent  date,  have  had  syphilis,  it  is  not 
at  all  to  be  wondered  at  that  at  an  earlier  period  the  brain,  its  ves- 
sels or  its  membranes,  should  be  affected  by  the  syphilitic  poison.  In 
such  a  case  the  neurological  history  of  the  patient  is  divided  into 
two  periods  separated  by  a  long  interval  of  time ;  the  incidents  of 
the  early  period  seem  to  have  little  to  do  with  the  history  of  the 
later  period,  and  the  evolution  of  the  general  paralysis  seems  in 
no  way  influenced  by  the  residuals  from  the  earlier  period.  At 
each  stage  the  diagnosis  was  clear  to  the  clinician ;  the  pathologist 
could  easily  demonstrate  two  processes  side  by  side — the  special 
type  of  degeneration  of  the  larger  vessels,  and  the  characteristic 
histopathological  changes  of  general  paralysis. 

The  situation  is  not  always  so  clear  as  in  the  above  case,  and 
the  history  of  the  following  patient  shows  an  evolution  in  which 
the  different  stages  are  by  no  means  so  clearly  delimited. 

The  patient,  a  journalist,  had  a  chancre  in  1898,  for  which 
he  was  treated  during  a  period  of  6  months;  in  1901  he  had 
diplopia,  which  improved  under  potassium  iodide.  In  April,  1902, 
he  had  an  attack  of  weakness  of  the  left  side,  which  came  on 
during  a  period  of  24  hours,  without  loss  of  consciousness ;  the 
diagnosis  of  cerebral  syphilis  was  made.  The  patient  improved 
under  treatment  with  potassium  iodide.  In  November,  1902, 
he  had  a  second  attack  of  left-sided  weakness,  with  transi- 
tory inability  to  speak,  but  without  loss  of  consciousness.  He 
received  hypodermic  injections  of  mercury,  and  also  took  sodium 
iodide;  under  this  treatment  he  improved.  During  the  following 
three  years  he  suffered  from  occasional  headache,  and  in  1905 
he  was  unable  to  keep  his  position.  He  complained  of  increasing 
weakness  in  the  left  leg,  he  fell  on  more  than  one  occasion ;  he 
complained  that  his  memory  was  failing.  From  January  to 
August,  1906,  he  was  in  a  hospital  where  he  had  vigorous  anti- 
syphilitic  treatment;  he  received  as  much  as  390  grains  of  potas- 
sium iodide  daily,  he  was  also  treated  with  hypodermic  injections 
of  mercuric  salts.  During  this  period  he  had  convulsions  on 
several  occasions ;  he  was  sometimes  restless  and  noisy,  he 
wanted  to  take  a  stroll  along  the  river,  he  had  hallucinations  of 
hearing,  and  was  apt  to  ramble  on  about  imaginary  things. 
15 
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In  August,  on  admission  to  the  clinical  service  of  the  Psy- 
chiatric Institute,  he  was  childishly  happy,  affable,  loquacious, 
amused  by  details.  He  admitted  that  he  had  no  grounds  for  his 
euphoria,  and  said  that  he  had  "  not  a  damn'd  cent " ;  as  to  his 
physical  condition  he  said  "  it's  a  terrible  plight — I  don't  suppose 
I  will  ever  get  well  again  " ;  he  laughed  cheerfully  at  the  situa- 
tion. The  patient  complained  of  his  memory  being  poor,  but 
was  able  to  give  a  connected  account  of  his  life ;  he  made  several 
careless  mistakes,  but  was  able  to  correct  these  as  a  rule.  He 
said  that  the  interval  between  the  two  admissions  to  the  N.  Y. 
Hospital  on  the  occasion  of  his  hemiplegic  attacks  was  i8  months, 
when  as  a  matter  of  fact  it  was  only  six.  He  was  very  much 
confused  over  the  incidents  of  the  immediate  past,  confused  his 
present  environment  with  the  hospital  from  which  he  had  come. 

Physical  status :  left-sided  hemiplegia,  not  involving  the  face ; 
no  sensory  disorder;  the  left  knee-jerk  was  more  exaggerated 
than  the  right ;  tremor  of  hands  and  face ;  the  pupils,  equal  but 
irregular,  reacted  well  to  light  and  on  accommodation ;  the  speech 
was  tremulous  and  sticking,  but  without  any  distortion  of  the 
words  even  in  difficult  test  phrases ;  the  writing  was  extremely 
tremulous,  the  words  were  crowded  up  into  one  corner  of  the 
paper,  but  were  correctly  written.  Ten  days  after  admission  the 
patient  had  a  series  of  convulsions,  with  special  involvement  of 
the  right  side,  leaving  some  weakness  of  the  right  arm  and  marked 
paraphasia;  he  died  12  days  later. 

The  cortex  showed  the  characteristic  histopathological  changes 
of  general  paralysis ;  there  were  several  foci  of  softening,  one 
involving  part  of  R.  F.  i,  of  R.  F.  2,  and  of  the  upper  fourth  of 
R.  A.  C,  another  involving  the  head  of  the  left  caudate  nucleus 
and  the  anterior  fourth  of  the  putamen  on  the  left  side;  foci  of 
softening  were  also  found  in  the  marrow  of  the  left  occipital  lobe 
and  in  the  pons.    There  was  well-marked  endarteritis  obliterans. 

In  this  case  the  clinical  history  does  not  divide  itself  into  such 
distinct  periods  as  in  the  previous  case,  but  seems  to  present  the 
evolution  of  one  process  in  which  no  definite  line  of  demarcation 
can  be  drawn.  There  is  not,  as  in  the  previous  case,  the  long  incu- 
bation period  intervening  between  the  first  series  of  neurological  in- 
cidents and  the  later  onset  of  a  process  of  a  different  kind.  In  the 
present  case  the  clinical  picture  of  brain  syphilis  passes  insidiously 
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and  without  any  long  incubation  period  into  that  of  general  paraly- 
sis. The  whole  course  of  the  disorder,  its  early  incidence  after  the 
initial  infection,  the  nature  of  the  early  symptoms,  viz.,  diplopia, 
headache,  hemiplegic  attacks,  and  in  the  later  period  the  absence 
of  grandiose  ideas  with  the  retention  of  fair  insight  into  his 
physical  decline  and  into  his  defective  memory  seemed  to  indi- 
cate brain  syphilis ;  the  euphoria  was  a  somewhat  striking  fea- 
ture, but  we  know  that  it  frequently  is  found  in  cases  of  brain 
syphilis ;  the  memory  defect,  in  its  setting  of  a  certain  mild  con- 
fusion and  difficulty  of  orientation,  could  not  be  considered 
pathognomonic  of  general  paralysis.  At  the  beginning,  there- 
fore, the  process  appears  to  have  been  that  of  brain  syphilis  as 
evidenced  by  the  close  relation  to  the  initial  infection,  by  the 
symptomatology,  by  the  pathological  evidence  of  endarteritis 
obliterans  with  consequent  focal  softenings,  while  at  the  end 
there  was  no  doubt  about  the  process  of  general  paralysis,  as 
evidenced  by  the  typical  histopathological  changes  in  the  cortex. 

At  what  stage  in  the  evolution  of  the  patient's  sickness  did  it 
take  on  the  serious  character  associated  with  the  progressive 
changes  of  general  paralysis?  After  all  we  must  remember  that 
we  have  no  grounds  for  maintaining  the  unitary  nature  of  the 
changes  in  general  paralysis.  Thanks  to  the  researches  of  Nissl 
and  Alzheimer  we  have  a  definite  histopathological  criterion 
which  enables  us  to  group  our  cases  uniformly  according  as  they 
do  or  do  not  satisfy  that  criterion.  That  this  criterion  is  not  the 
essence  of  the  process  is  evident  from  the  fact  that  Nissl  found 
the  same  histopathological  changes  in  the  cortex  of  a  dog  and 
two  rabbits.  The  importance  of  the  histopathological  criterion 
is  that  it  enables  us  to  start  from  a  homogeneous  group  when  we 
discuss  the  subject  of  general  paralysis,  and  that  it  makes  possible 
a  common  understanding.  The  meaning  of  these  histopathological 
changes  is  quite  obscure,  and  Nissl  himself  has  raised  the  ques- 
tion whether  they  represent  a  unitary  process  or  whether  certain 
elements  in  the  pathological  picture  many  not  be  a  direct  syphi- 
litic manifestation,  while  other  elements  may  represent  a  process 
of  a  different  type. 

In  the  clinical  history  of  the  foregoing  case  we  face  a  series 
of  incidents  and  a  development  which  become  more  intelligible 
if  conceived  as  the  expression  of  more  than  one  process,  one  pro 
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cess  not  merely  succeeding  the  other,  but  having  its  own  evolu- 
tion side  by  side  with  the  other. 

The  difficulty  of  coming  to  a  decision  as  to  whether  a  case  is 
one  of  general  paralysis  or  of  brain  syphilis  is  further  exemplified 
in  the  following  case;  the  clinical  history  was  in  many  respects 
similar  to  that  of  the  previous  case,  no  final  clinical  diagnosis 
could  be  made,  the  autopsy  disclosed  multiple  gummata  in  the 
brain. 

The  patient,  a  janitor,  47  years  of  age  on  admission,  contracted 
syphilis  in  1891,  at  the  age  of  33 ;  in  the  summer  of  1900  he  had 
strabismus  of  several  months  duration.  In  September  of  the 
same  year  he  had  an  attack  of  dysarthria  and  staggering;  in 
September,  1901,  weakness  of  the  right  leg  developed,  his  speech 
was  somewhat  defective.  From  this  time  on  he  had  residual  weak- 
ness of  the  right  leg  and  during  the  following  two  years  he  had 
several  attacks  or  right-sided  weakness  with  involvement  of 
speech;  on  one  occasion  he  was  said  to  have  had  an  attack  of 
weakness  of  the  left  arm.  In  July,  1905,  he  had  an  apoplectiform 
attack  followed  by  a  stuporous  condition  and  delirium  of  several 
weeks  duration,  which  led  to  his  admission  to  the  hospital  in 
August.  In  October  he  developed  transitory  left-sided  ptosis. 
At  that  date  his  physical  status  was  as  follows — weakness  of  the 
right  face,  arm  and  leg ;  on  both  sides  sign  of  Babinski  and  ankle- 
clonus;  left  internal  ophthalmoplegia;  the  right  pupil  reacted 
slightly  to  light,  well  on  accommodation ;  fundi  normal ;  the 
speech  was  slurring,  slightly  sticking,  without  omissions  or 
transpositions,  but  with  the  occasional  insertion  of  r;  the  writing 
was  tremulous  with  omissions  and  distortions,  e.  g.,  "methis 
espical  "  for  methodist  episcopal,  "  bittililery  "  for  artillery ;  lym- 
phocytosis of  the  cerebro-spinal  fluid.  Particular  attention  was 
paid  to  an  analysis  of  the  mental  state  of  the  patient  as  the  diagno- 
sis was  a  matter  of  considerable  doubt.  On  admission  he  was  a 
trifle  excited  and  pugnacious,  but  soon  settled  down  to  a  condi- 
tion of  placid  good  humour ;  he  said  that  he  was  happy,  felt  first- 
rate  ;  he  did  not  resent  being  with  crazy  people ;  he  knew  the  date, 
called  the  place  "  Manhattan  Life  Insurance — Bellevue  Hospital." 
He  gave  a  rather  poor  outline  of  his  life  with  marked  discrep- 
ancies in  his  dates.  He  had  no  adequate  realization  of  his  gen- 
eral condition.    During  his  hospital  residence  his  mood  continued 
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to  be  one  of  exaggerated  complacency  with  a  tendency  to  whim- 
per when  talking  of  home.  He  felt  that  he  could  resume  his  old 
work,  but  showed  no  megalomanic  trend.  This  mild  euphoric 
dementia,  with  the  type  of  memory  defect  presented  by  the 
patient,  pointed  in  the  direction  of  general  paralysis,  and  the 
nature  of  the  writing  defect  seemed  to  support  this  diagnosis ; 
the  neurological  history  with  its  varied  incidents  seemed  to  point 
more  in  the  direction  of  cerebral  syphilis.  We  have,  however, 
already  seen  from  the  preceding  case  that  such  a  neurological 
history  is  not  incompatible  with  the  development  of  general  paral- 
ysis. The  unilateral  ptosis  with  complete  fixity  of  the  left 
pupil  was  the  most  definite  evidence  of  cerebral  syphilis ;  in  the 
preceding  case,  however,  diplopia  had  been  one  of  the  earliest 
symptoms. 

The  autopsy  showed  general  cloudiness  of  the  pia,  frontal 
atrophy,  ventricular  granulations ;  there  was  a  gumma  in  the  left 
centrum  ovale,  another  in  the  right  parieto-occipital  fissure;  an 
old  softening  of  vascular  origin  was  found  in  the  right  internal 
capsule  and  thalamus,  another  in  the  left  side  of  the  hind-brain 
involving  the  pyramidal  tracts ;  the  larger  vessels  showed  a  defi- 
nite endarteritis  obliterans.  The  cortex  showed  preservation  of 
the  general  structural  arrangement ;  there  was  no  diffuse  plasma- 
cell  infiltrate.  The  meninges  showed  a  syphilitic  meningitis  of 
varying  grade  with  slight  extension  into  the  cortex ;  this  is  a 
form  of  syphilitic  disorder  to  which  Dr.  Dunlap  has  especially 
called  attention,  and  which  approaches  most  closely  the  condition 
found  in  general  paralysis. 

If  I  have  reported  these  two  cases  in  somewhat  tedious  detail, 
it  is  because  I  feel  that  the  difficulty  of  differentiating  clinically 
between  general  paralysis  and  cerebral  syphilis  is  not  sufficiently 
realized ;  it  is  true  that  certain  symptoms  have  considerable  value 
in  pointing  very  strongly  in  one  direction  or  in  another,  but  we 
must  recognize  that  in  a  certain  number  of  cases,  even  after  the 
most  careful  weighing  up  of  the  various  symptoms,  the  only 
honest  course  is  to  withhold  a  diagnosis  until  the  microscopical 
examination  enables  us  to  definitely  classify  the  case. 

These  considerations  are  still  valid  notwithstanding  the  intro- 
duction of  new  methods  into  psychiatric  procedure.  It  has  been 
hoped  that  an  infallible  laboratory  method  might  enable  us  to 
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dispense  with  tedious  clinical  arguments.  The  introduction  of 
the  Wassermann  method  marks  an  important  advance  in  our 
knowledge  of  general  paralysis ;  it  gives  us  direct  evidence  of  the 
connection  of  general  paralysis  with  syphilis,  a  connection  which 
previously  had  merely  the  support  of  statistical  evidence.  It  does 
not,  however,  always  solve  our  clinical  problems,  and  simply 
furnishes  one  more  datum  to  be  taken  into  consideration  in 
weighing  up  the  evidence  with  regard  to  the  diagnosis.  That  it 
is  difficult,  even  with  the  help  of  the  Wassermann  reaction,  to 
determine  the  exact  stage  of  the  evolution  of  the  disease  in  the 
individual  case  may  be  seen  in  the  following  case : 

Gennaro  P.,  a  wood-carver,  had  syphilis  at  the  age  of  ig;  at  the  age  of 
40,  in  December  1907,  he  had  an  apoplectiform  attack  with  residual  left- 
sided  weakness.  After  this  attack  he  was  inefficient  at  work,  treated  his 
wife  outrageously,  and  finally  was  certified  as  insane.  On  admission  he 
presented  slight  weakness  of  the  left  side,  Argyll  Robertson  pupils,  no 
defect  of  speech  nor  of  writing,  no  tremor  of  the  fingers;  the  cerebro- 
spinal fluid  showed  lymphocytosis  and  increased  globulin;  both  the  blood- 
serum  and  the  cerebro-spinal  fluid  gave  a  positive  result  with  the  Noguchi 
modification  of  the  Wassermann  reaction  (Dr.  Henderson).  The  mental 
state  of  the  patient  was  one  of  mild  complacency  with  slightly  inadequate 
realization  of  the  gravity  of  the  situation;  his  memory  was  slightly  defec- 
tive. 

In  such  a  case  we  are  entitled  to  attribute  the  hemiplegic  syn- 
drome to  a  syphilitic  endarteritis,  although  certain  reservations  on 
this  head  must  be  made  later.  Argyll  Robertson  pupils  are  not 
frequently  found  in  cerebral  syphilis  and  point  much  more 
strongly  towards  general  paralysis.  As  to  the  Wassermann  reac- 
tion it  is  just  in  such  a  case  that  we  realize  its  limitations,  for 
although  the  positive  reactions  increase  the  probability  of  the 
case  being  one  of  general  paralysis,  the  possibility  of  cerebral 
syphilis  is  not  excluded.  The  necessity  of  basing  conclusions  with 
regard  to  the  differential  value  of  the  Wassermann  reaction  on 
material  that  is  controlled  by  autopsy,  is  obvious  in  the  light  of 
cases  such  as  those  which  have  been  briefly  referred  to. 

The  discussion  of  the  above  cases  has  shown  how  closely  the 
question  of  the  focal  symptoms  in  general  paralysis  is  bound  up 
with  the  problem  of  the  fundamental  nature  of  the  disorder  and 
of  its  relation  to  syphilis. 

In  a  paper  on  arteriosclerosis  in  relation  to  mental  disease 
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read  before  this  association  at  a  meeting  in  Washington  (May 
8,  1907),  I  made  a  brief  reference  to  a  patient,  the  diagnosis  of 
whose  case  was  a  matter  of  great  difficulty.  The  patient  had 
beg^n  to  fail  at  the  age  of  45 ;  from  that  date  his  memory  became 
progressively  worse ;  at  the  age  of  58  he  had  a  general  convul- 
sion. During  the  following  two  years  he  showed  progressive 
mental  decline  and  a  variety  of  neurological  incidents.  In  view 
of  the  absence  of  knee-jerks,  the  presence  of  the  sign  of  Romberg, 
a  well-marked  lymphocytosis  of  the  cerebro-spinal  fluid,  the 
diagnosis  of  tabes  dorsalis  was  made.  In  view  of  a  permanent 
right-sided  hemiplegia  and  right-sided  sign  of  Babinski,  with 
numerous  transitory  left-side  attacks  the  additional  diagnosis  of 
advanced  arteriosclerosis  of  the  basal  vessels  with  focal  softening 
in  the  left  occipital  region  was  made. 

The  mentality  of  the  patient  throughout  his  stay  in  the  hos- 
pital was  that  of  "  the  lean  and  slipper'd  pantaloon  " ;  he  was 
amiable  and  mildly  jocose,  but  at  no  time  showed  definite  euphoria 
and  never  uttered  any  ideas  of  grandeur.  The  writing  of  the 
patient  showed  very  marked  tremor  and  great  distortion  of  the 
words.  The  reaction  of  the  pupils  to  light  became  more  and  more 
sluggish  during  his  stay  in  the  hospital ;  the  speech  was  extremely 
slurring,  but  did  present  the  features  which  are  so  characteris- 
tic of  general  paralysis.  The  possibility  of  general  paralysis  was 
considered,  but  it  was  felt  that  there  was  not  sufficient  evidence 
to  make  a  positive  diagnosis  of  general  paralysis.  The  autopsy 
seemed  to  confirm  the  clinical  diagnosis ;  the  vessels  of  the  base 
of  the  brain  showed  a  very  extreme  degree  of  diffuse  thickening 
and  the  left  visual  cortex  was  destroyed  by  a  large  area  of  soften- 
ing due  to  the  occlusion  of  a  thickened  artery;  the  pia  was  not 
markedly  thickened  and  the  brain  showed  a  rather  diffuse  mild 
degree  of  atrophy.  In  addition  to  the  damage  due  to  defective 
nutrition  resulting  from  vascular  thickening,  symptoms  had  been 
caused  directly  by  the  pressure  of  thickened  tortuous  vessels; 
the  right  optic  tract  was  reduced  practically  to  a  ribbon  by  the 
pressure  of  the  adjacent  posterior  cerebral  artery. 

On  microscopical  examination  the  typical  histopathological 
changes  of  general  paralysis  were  found.  The  necessity  of  micro- 
scopical examination  before  making  any  final  statement  as  to  the 
nature  of  such  a  case  is  here  well  shown,  for  the  autopsy  gave  no 
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indications  of  general  paralysis.  The  anatomical  evidence  enabled 
one  to  see  that  in  this  case,  as  in  the  other  cases  already  referred  to, 
for  a  considerable  time  there  had  been  going  on  side  by  side  the 
evolution  of  two  processes,  the  process  of  general  paralysis  on  the 
one  hand  and  on  the  other  hand  various  changes  due  to  disease  of 
the  larger  vessels. 

In  a  certain  number  of  cases  of  general  paralysis  with  focal 
symptoms  the  latter  are  due  to  the  special  severity  of  the  paralytic 
process  itself  in  definite  regions  of  the  cortex;  such  cases  were 
described  by  Lissauer  under  the  heading  atypical  paralysis,  in 
contrast  with  the  classical  type  of  general  paralysis,  where  the 
greatest  severity  of  the  process  is  in  the  prefrontal  and  frontal 
region  and  where  focal  symptoms  of  motor  or  sensory  nature  are 
absent.  The  paralytic  process  in  such  cases  is  most  marked  in  the 
posterior  half  of  the  cortex,  the  degree  of  destruction  is  more 
pronounced  than  in  the  classical  form,  secondary  degenerations 
can  be  demonstrated  in  relation  to  the  affected  areas ;  the  clini- 
cal course  of  these  cases  shows  certain  characteristics,  it  is  apt 
to  be  a  less  uniform  decline  than  in  the  classical  form,  and  to  con- 
sist rather  in  a  descent  by  steps,  the  downward  steps  usually 
corresponding  to  a  series  of  attacks ;  the  total  course  is  apt  to  be 
longer  than  in  the  classical  type,  and  the  clinical  picture  fre- 
quently presents  considerable  difficulty  in  diagnosis.  Between 
the  atypical  general  paralysis  of  Lissauer  and  the  classical  type 
all  transition  forms  can  be  found. 

To  the  pathologist  and  the  clinician  these  cases  furnish  ex- 
tremely important  problems,  but  in  this  communication  I  shall 
merely  have  time  to  take  up  one  or  two  points.  A  case  which 
has  just  recently  come  to  autopsy  is  worth  reporting  in  this  con- 
nection. The  long  duration  of  the  case,  the  stationary  nature  of 
the  symptoms,  the  keenness  of  the  patient  and  the  absence  of  any 
memory  defect  made  the  diagnosis  of  the  case  extremely  diffi- 
cult. 

The  patient  was  a  man  of  37,  who  had  followed  a  variety  of 
occupations,  from  jockey  to  machinist,  and  been  temperate  in  the 
use  of  alcohol ;  at  the  age  of  26  he  had  a  chancre,  for  which 
he  received  treatment  during  one  month.  Four  years  later  he 
began  to  suffer  from  pains  in  the  back  and  chest,  accompanied  by 
nausea  and  vomiting;  during  the  next  six  years  he  continued  to 
have  these  pains. 
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At  the  age  of  34  he  had  a  transitory  episode  of  weakness  and 
numbness  of  the  left  side ;  two  years  later  he  was  diagnosed  "  in- 
cipient locomotor  ataxia."  At  that  time  he  presented  Argyll 
Robertson  pupils,  diminution  of  the  knee-jerks,  slightly  tabetic 
gait,  tenderness  over  the  hypogastrium.  In  the  following  year 
he  began  to  show  a  grandiose  trend,  he  wished  to  take  his  physi- 
cian for  a  carriage  ride,  he  talked  of  plans  for  working  a  patent, 
wished  to  move  into  a  better  house,  he  asked  a  girl  in  a  store  to 
marry  him  and  knocked  her  hat  off  when  she  refused.  Owing  to 
this  behavior  he  was  certified  as  insane. 

On  admission  he  was  talkative  and  elated,  said  that  he  was 
worth  $90,000,  the  patent  was  worth  over  3  millions,  he  was  a 
first-class  prize-fighter ;  the  physical  status,  as  then  noted,  was, 
Argyll  Robertson  pupils,  knee-jerks  decreased,  speech  defective. 

For  some  months  the  patient  remained  megalomanic  and  some- 
what excited,  he  then  became  depressed  and  hypochondriacal ;  on 
several  occasions  he  had  attacks  of  vomiting  and  of  severe  pain  in 
the  side.  He  had  a  variety  of  other  attacks ;  in  May,  1903,  he 
had  an  apoplectiform  attack  which  left  him  with  slight  left-sided 
weakness. 

In  the  following  year,  in  April,  he  had  several  convulsive  at- 
tacks, and  it  is  probable  that  the  hemianopia,  which  was  later 
observed,  dated  from  this  series  of  attacks. 

In  the  summer  of  the  same  year  (1904)  he  had  an  excited 
period  with  well-marked  megalomania ;  he  was  a  millionaire, 
owned  the  hospital  and  the  White  House,  had  been  9  million  years 
on  earth ;  "  I  am  McKinley,  I'm  greater  than  God  Almighty,  I 
own  the  world  and  have  got  billions  upon  billions  of  dollars." 

This  megalomanic  condition  lasted  for  several  months  and  then 
simmered  down;  during  the  following  year  (1905)  he  showed 
definite  depression  with  a  marked  hypochondriacal  trend ;  his 
detention  was  unjust,  his  lungs  and  heart  had  been  knocked  out 
of  him,  his  food  was  doctored  so  that  his  bowels  did  not  move, 
nothing  ever  passed  out  of  him.  At  the  same  time  the  patient 
showed  excellent  grasp  of  all  relations  not  touching  his  own 
condition. 

During  1906  there  was  little  change  in  the  patient's  general 
condition,  he  had  occasional  convulsions  and  periods  of  weakness, 
he  said  that  his  bowels  were  stopped  up  by  poison  in  the  food, 
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there  was  steam  in  the  bed,  the  mattress  was  charged  with 
electricity.  He  did  not  elaborate  his  depressing  delusions  into  any 
system ;  at  times  he  was  unable  to  resist  shouting  out  these  ac- 
cusations, but  at  other  times  he  would  spontaneously  criticize 
himself  for  this  abuse,  and  admit  the  possibility  that  he  was  mis- 
taken; perhaps  the  bed  was  not  magnetized,  perhaps  it  was 
merely  his  nerves,  he  might  be  slightly  crazy ;  "  the  devil  must 
have  got  into  me  yesterday  saying  such  crazy  things — I  was  call- 
ing people  murderers,  I  must  stop  that,  it's  nonsense." 

He  would  pay  a  daily  visit  to  the  physician  in  his  office  and 
ramble  on  about  his  experiences  in  life ;  although  he  would  fre- 
quently refer  to  his  unjust  detention  and  to  his  morbid  ideas  he 
did  not  press  the  physician  for  his  discharge ;  he  would  pass 
abruptly  from  bitter  complaint  to  good-humored  gossip  about 
life  in  hospital  and  at  home,  he  commented  with  much  shrewdness 
on  his  fellow-patients  and  discussed  newspaper  topics  in  an  intelli- 
gent manner.  He  was  pleasant  and  humorous  in  his  conversation, 
and  took  considerable  pleasure  in  recounting  his  exploits  in  the 
past.  His  memory  was  extraordinarily  good ;  he  remembered  all 
his  transfers  during  his  hospital  residence  and  could  give  correctly 
the  number  of  each  ward  in  which  he  had  been.  He  made  light 
of  his  physical  ailment  and  felt  sure  that  he  could  easily  earn  a 
living;  fresh  air  and  city  doctors  would  cure  him,  he  could  get  a 
job  as  night  watchman,  could  make  money  as  an  entertainer,  could 
publish  a  book  of  his  experiences. 

The  physical  status  in  July,  1906,  was  as  follows ;  residuals  of  a 
left-sided  hemiplegia,  slight  weakness  of  the  left  face,  arm,  leg, 
sign  of  Babinski  on  the  left  side,  impairment  of  sensibility  on  the 
left  side,  left-sided  hemianopia,  athetoid  movements  of  left  hand, 
marked  ataxia  of  left  arm  and  leg.  The  knee-jerks,  diminished 
in  1901,  were  now  definitely  exaggerated,  the  right  being  occa- 
sionally more  active  than  the  left  (due  to  spastic  condition  of 
the  left  leg).  Argyll  Robertson  pupils;  nystagmus  in  lateral 
vision,  general  diminution  of  pain  sense;  sign  of  Romberg; 
speech  somewhat  slurring,  without  tremor,  sticking  or  distortion 
of  words ;  writing,  tremulous  with  marked  distortion  of  the  test 
words,  e.  g.,  "  mthosit  espisocpil  "  (methodist  episcopal)  ;  marked 
lymphocytosis  of  the  cerebro-spinal  fluid. 

During  the  following  five  years  until  the  time  of  his  death  the 
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patient  showed  remarkably  little  change  either  in  his  mental  or  in 
his  physical  condition.  He  had  occasional  periods  of  depression, 
but  as  a  rule  was  bright,  alert,  interested  in  the  newspaper  and  in 
hospital  affairs;  a  very  careful  examination  of  his  memory,  in 
19 10,  showed  that,  apart  from  one  or  two  trifling  lapses,  his 
memory  was  still  excellent.  He  still  talked  with  confidence  of 
his  own  abilities,  and  claimed  to  have  personal  influence  with  the 
Governor;  his  hypochondriacal  complaints  were  unchanged  and 
he  had  a  number  of  poorly  elaborated  delusions.  In  his  physical 
condition  there  was  little  change,  the  writing  was  rather  better 
than  in  previous  years,  although  he  distorted  one  letter  and  wrote 
"  thrird  "  for  third.  The  cerebro-spinal  fluid  showed  a  marked 
lymphocytosis  with  positive  globulin  reactions,  but  negative  Was- 
sermann  (Nogiichi's  modification)  ;  the  Wassermann  (Noguchi) 
reaction  with  the  blood-serum  was  positive  (Dr.  Henderson). 

The  patient  during  the  latter  years  had  a  series  of  attacks  of  a 
somewhat  peculiar  nature ;  immediately  after  the  attack  he  would 
be  quite  clear  and  remember  every  detail  up  to  the  onset  of  the 
attack.  He  made  light  of  these  attacks,  and  frequently  had  occa- 
sion to  say,  "  I'm  no  paretic." 

On  May  28,  191 1,  the  patient,  at  7  a.  m.,  had  one  of  these 
apoplectiform  attacks  and  fell  heavily  on  his  head,  causing  a  sub- 
dural haemorrhage ;  when  examined  at  9  a.  m.  he  made  light  of  the 
attack,  protested  against  being  detained  in  the  hospital,  stated 
accurately  to  a  day  how  long  he  had  been  detained.  Ten  minutes 
later  he  became  unconscious,  during  the  rest  of  the  day  there  was 
marked  twitching  of  the  right  side  of  the  body ;  the  patient  died 
at  midnight  without  regaining  consciousness. 

The  difficulties  presented  by  such  a  clinical  history  are  obvious. 
The  prodromal  period  with  apparently  tabetic  symptoms,  the 
gradual  onset  of  an  elated  and  megalomanic  condition,  the  periods 
of  florid  megalomania,  the  pronounced  hypochondriacal  trend, 
seemed  to  indicate  general  paralysis,  a  diagnosis  which  was  further 
strengthened  by  the  presence  of  Argyll  Robertson  pupils  and  the 
special  defect  in  writing.  The  hemiplegic  syndrome — left-sided 
weakness,  impairment  of  sensibility,  hemianopia,  with  athetoid 
movements  of  the  left  hand,  suggested  in  addition  the  presence  of 
a  focal  softening  involving  the  posterior  limb  of  the  capsule,  the 
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optic  radiations  and  the  optic  thalamus ;  the  athetoid  movements 
of  the  left  hand  indicated  the  involvement  of  the  optic  thalamus. 

It  was  somewhat  difficult,  however,  to  reconcile  the  diagnosis 
of  general  paralysis  with  the  striking  preservation  of  the  memory 
of  the  patient,  and  with  the  lack  of  progression  of  the  symptoms. 

At  the  autopsy  a  large  recent  sub-dural  haemorrhage  was  found 
over  the  right  hemisphere ;  this,  however,  only  partly  accounted 
for  the  contrast  between  the  flattened  right  hemisphere  and  the 
well-rounded  convolutions  on  the  left  side.  The  right  hemisphere 
showed  a  very  considerable  degree  of  atrophy  in  comparison  with 
the  left  hemisphere,  the  convolutions  were  narrower,  and  although 
the  sulci  were  not  specially  wide,  this  may  have  been  due  to  the 
recent  haemorrhage.  The  pia  did  not  show  any  definite  thicken- 
ing ;  there  was  no  special  atrophy  of  the  frontal  lobes ;  no  granu- 
lations in  the  4th  ventricle  were  seen  by  the  naked  eye.  The  basal 
vessels  were  in  good  condition  except  for  a  patch  of  thickening 
in  the  right  internal  carotid  just  at  its  bifurcation. 

On  a  horizontal  section  which  passed  just  at  the  upi)er  limit  of 
the  optic  thalamus  on  the  left  side  and  slightly  above  it  on  the  right 
side,  the  right  hemisphere  presented  a  very  marked  diffuse  atrophy 
of  the  medullary  substance,  with  no  focal  lesion  ;  the  cortex  did  not 
present  any  very  marked  difference  on  the  two  sides. 

Another  section  was  made  just  below  the  level  of  the  middle 
of  the  thalamus  on  the  right  side  without  any  focal  lesion  being 
found.  The  pons  showed  haemorrhagic  infarction.  Numerous 
blocks  were  taken  from  the  cortex  for  microscopical  study  and  the 
brain  was  placed  in  Miiller's  fluid  to  be  later  cut  in  serial  sections. 

The  microscopical  sections  showed  the  typical  histopathological 
changes  of  general  paralysis,  which  were  more  marked  on  the 
right  side  than  on  the  left ;  the  pia  showed  an  exudate  of  plasma- 
cells  and  lymphocytes ;  the  general  structure  of  the  cortex  was 
disorganized,  with  considerable  loss  of  nerve  cells ;  there  was  a 
diffuse  peri-vascular  plasma-cell  infiltrate  throughout  the  cortex. 

I  do  not  intend  to  discuss  the  numerous  problems  which  arise 
in  regard  to  this  case.  I  wish  to  emphasize  one  point  which  it 
demonstrates,  viz.,  that  in  a  case  of  general  paralysis,  of  ten  years' 
duration,  with  the  process  much  less  marked  in  the  left  than  in 
the  right  hemisphere,  the  memory  may  remain  practically  intact 
and  the  general  mentality  of  the  patient  may  show  very  little 
evidence  of  progressive  reduction. 
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The  case  again  warns  us  to  be  careful  in  the  use  of  clinical 
material  which  is  not  controlled  by  autopsy,  and  illustrates  the 
value  of  the  modern  histopathological  criterion.  It  makes  us 
accept  with  reserve  cases  published  before  the  last  decade,  for  the 
classification  of  this  case,  even  with  the  help  of  the  microscopical 
findings,  would  have  been  extremely  difficult  before  the  publica- 
tion of  the  work  of  Nissl  and  Alzheimer. 

The  fact  that  we  correlate  the  left-sided  syndrome  with  the 
right-sided  cerebral  atrophy  does  not  mean  that  we  have  any  ade- 
quate understanding  of  the  disorder ;  the  correlation  is  of  a  rather 
crude  kind,  and  we  are  far  from  understanding  the  intimate 
mechanism  of  the  clinical  symptoms.  We  are  equally  far  from 
understanding  the  factors  which  lead  to  the  definite  topographical 
distribution  of  the  severity  of  the  paralytic  process.  It  is  certain, 
however,  that  it  cannot  be  explained  on  the  basis  of  lesions  of 
certain  cerebral  vessels,  for  the  distribution  does  not  as  a  rule  cor- 
respond with  vascular  territories,  and  the  microscopical  exami- 
nation of  the  vessels  frequently  fails  to  show  any  alteration  suffi- 
cient to  account  for  the  particular  severity  of  the  cortical  disorder. 

The  fact  that  a  pronounced  right-sided  cerebral  atrophy  may  be 
accompanied  by  such  a  moderate  degree  of  mental  reduction  is  of 
considerable  interest,  and  in  this  context  I  should  like  to  briefly 
mention  another  case,  presenting  several  features  in  common  with 
that  of  the  patient  already  reported. 

The  patient,  47  years  old  at  the  time  of  his  death,  a  tabetic 
general  paralytic,  had  been  over  3  years  in  the  hospital,  he  had 
been  definitely  insane  for  4  years  before  his  death,  he  had  shown 
slight  mental  symptoms  for  at  least  9  years  before  his  death.  He 
had  numerous  left-sided  attacks,  with  a  permanent  left-sided 
syndrome — hemiplegia,  hemiansesthesia,  hemianopia. 

No  focal  softenings  were  found  in  the  brain  post-mortem,  but 
the  convolutions  of  the  right  hemisphere  were  extremely  shrivelled, 
and  furnished  a  striking  contract  with  those  of  the  left  hemisphere. 
The  patient,  however,  at  the  time  of  his  death  was  very  far  from 
presenting  the  extreme  degree  of  mental  reduction  which  is  found 
in  many  patients,  whose  brains  show  nothing  like  the  degree  of 
atrophy  shown  by  the  right  hemisphere  of  this  patient.  The  de- 
scription of  one  of  his  attacks,  two  years  before  death,  may  be  of 
interest  in  this  connection.  On  August  12,  1907,  the  left  arm  and 
leg  began  to  twitch,  without  involvement  of  the  face.    There  was 
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no  impairment  of  consciousness ;  he  was  talkative,  referred  spon- 
taneously to  the  twitching,  said  that  he  was  certainly  going  to 
die  in  the  evening.  He  wanted  to  go  home  and  settle  up  his  house- 
hold affairs.  "  I  know  I  am  dying,  I  want  to  speak  with  my  three 
children,  to  be  good  to  the  mother  when  I  am  no  more.  I  am 
very  sorry  if  I  must  die,  I  will  be  45  on  Christmas  (correct),  do 
for  me  what  a  poor  man,  a  dying  man,  expects,  put  me  in  two 
blue  blankets  and  in  the  ambulance,  want  to  die  with  my  woman." 
The  twitching  in  this  attack  lasted  for  two  days. 

The  lucidity  of  the  patient  during  such  an  attack,  with  symp- 
toms due  to  some  active  process  in  the  right  cerebral  cortex,  and 
the  fact  that  his  mental  reduction  later  was  not  extreme  while 
the  right  cerebral  cortex  showed  an  extreme  degree  of  shrivelling, 
leads  us  to  ask  how  far  the  degree  of  dementia  has  to  be  cor- 
related more  strictly  with  changes  in  the  left  cerebral  hemisphere 
and  not  so  much  with  the  cerebral  atrophy  as  a  whole. 

From  this  point  of  view  it  will  be  of  interest  to  pay  particular 
attention  in  our  cases  to  the  relative  involvement  of  the  two  sides 
of  the  brain  and  to  see  whether  this  may  help  us  a  little  further 
in  our  work  of  clinico-anatomical  correlation. 

In  concluding  I  should  like  to  call  attention  to  one  group  of 
cases  of  general  paralysis  with  focal  symptoms,  the  consideration 
of  which  should  prevent  too  premature  an  interpretation  of  the 
relation  of  clinical  symptoms  to  the  pathological  findings.  I  refer 
to  that  group  of  cases  where  even  a  conscientious  and  systematic 
examination  of  the  brain  reveals  no  focal  softenings,  no  focal 
exacerbation  of  the  process  of  general  paralysis,  in  short  nothing 
which  we  can  correlate  with  the  clinical  symptoms. 

Out  of  a  series  of  twenty  cases  of  general  paralysis  with  focal 
symptoms,  in  6  there  was  no  pathological  evidence  of  any  focal 
disorder;  in  another  case  with  a  permanent  hemiplegia,  which 
had  been  diagnosed  previous  to  admission  as  thrombosis  of  the 
internal  capsule,  no  lesion  of  the  internal  capsule  was  found,  nor 
did  the  motor  cortex  on  the  suspected  side  show  any  definite 
difference  from  that  on  the  other  side.  There  are  limits,  of  course, 
to  our  technical  methods  and  an  examination  can  never  cover  abso- 
lutely exhaustively  the  territory  suspected,  but  the  lesson  from 
these  cases  is,  perhaps,  that  we  must  learn  to  think  in  more  func- 
tional terms  of  these  symptoms,  especially  where  we  are  dealing 
with  focal  symptoms  of  a  transitory  nature. 
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The  points  which  I  have  desired  to  call  attention  to  in  this 
communication  are  as  follows: 

Summary. 

1.  Cases  of  general  paralysis  may  present  focal  symptoms  which 
are  more  or  less  irrelevant  to  the  general  paralysis,  e.  g.,  focal 
symptoms  of  traumatic  origin. 

2.  Cases  of  general  paralysis  may  present  focal  symptoms, 
which  are  based  on  a  process  which  has  a  common  origin  with  the 
general  paralysis,  e.  g.,  symptoms  due  to  softening  on  the  basis 
of  a  syphilitic  endarteritis. 

3.  The  evolution  of  a  case,  which  at  an  early  stage  presents 
evidence  of  syphilitic  vascular  disease,  into  a  case  of  general 
paralysis  may  be  more  or  less  rapid  and  the  clinical  picture  may 
represent  a  combination  of  more  than  one  process. 

4.  The  exact  stage  at  which  the-  onset  of  the  general  paralysis 
has  begun  is  extremely  difficult  to  determine,  even  with  the  help 
of  modem  serological  methods. 

5.  The  clinical  picture  alone  is  sometimes  insufficient  to  enable 
a  positive  diagnosis  to  be  made,  the  autopsy  itself  may  not  be 
decisive,  the  microscopical  examination  of  the  cortex  is  essential 
for  a  decision. 

6.  The  pathological  criterion  of  certain  histopathological 
changes  is  invaluable,  but  the  relation  of  these  changes  to  the 
disease  process  is  quite  obscure. 

7.  Focal  symptoms  in  general  paralysis  may  arise  on  the  basis 
of  localized  severity  of  the  paralytic  process. 

8.  In  one  case  reported,  of  ten  years'  duration,  there  was 
remarkably  little  mental  reduction,  but  the  paralytic  process  espe- 
cially involved  the  right  hemisphere. 

9.  The  relation  of  dementia  to  the  right  and  left  hemispheres 
respectively  is  a  problem  of  interest,  the  study  of  which  may 
further  clinico-anatomical  correlation. 

10.  In  many  cases  of  focal  symptoms  in  general  paralysis  the 
examination  of  the  brain  reveals  no  adequate  cause  for  the  focal 
symptoms ;  this  should  warn  one  against  being  satisfied  with  the 
crude  correlation  of  the  lesions,  which  we  do  find  in  other  cases, 
with  the  clinical  symptoms,  seeing  that  the  latter  may  sometimes 
be  found  in  the  absence  of  such  lesions. 
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DISCUSSION. 

Dr.  Mitchell. — Dr.  Campbell's  paper  has  very  clearly  and  graphically 
presented  many  of  the  difficulties  attending  the  diagnosis  of  paresis  that 
always  arise  in  any  given  series  of  cases.  Present  methods  of  clinical 
study  supplemented  by  histo-pathological  examination  of  the  cortex 
furnish  such  methods  for  diagnosis  that  paresis  is  our  nearest  approach 
to  a  disease  entity  among  the  psychoses,  yet  the  proper  grouping  of  cases 
at  any  given  period  in  the  course  of  the  disease  causes  much  doubt  as  to 
the  correct  diagnosis.  Dr.  Campbell's  case  illustrating  the  sequence  of 
paresis  to  an  earlier  luetic  endarteritis  would  indicate  that  this  condition 
may  occur  more  frequently  than  recognized,  and  unless  histories  were 
carefully  given  and  considered,  the  interval  between  the  first  and  second 
process  might  easily  be  mistaken  for  a  remission  during  the  latter. 

The  emphasis  which  Dr.  Campbell  places  upon  the  inadequacy  of  the 
chnical  features  to  confirm  the  diagnosis  in  many  cases,  is  certainly  war- 
ranted by  the  protean  clinical  manifestations  of  present  day  paresis,  which 
in  its  symptomatology  differs  so  materially  from  the  older  description  of 
clinical  symptoms,  whether  or  not  the  disease  type  has  changed. 

I  have  in  mind  the  history  of  a  -patient  treated  at  the  Danvers  Hospital, 
which  also  illustrates  the  occasional  tendency  of  the  paralytic  process  to 
develop  so  actively  in  a  given  area  as  to  cause  focal  symptoms  resembling 
tumor.  The  patient  was  thirty-two  years  old  on  admission,  and  had 
contracted  syphilis  nine  years  previously,  for  which  he  had  received 
inadequate  treatment  with  no  apparent  late  manifestations  of  the  disease. 
For  about  a  year  he  had  been  showing  memory  defect  and  childish 
incapacity.  Three  months  before  coming  to  the  hospital  he  had  an 
apoplectiform  attack  followed  by  transitory  aphasia  and  increasing  mental 
defect.  When  first  seen  at  the  hospital  he  was  ataxic  in  movements. 
Right  pupil  was  slightly  larger,  and  direct  and  consensual  light  reactions 
were  sluggish.  Knee  jerks  were  equal  and  diminished.  He  was  dis- 
oriented, forgetful,  and  showed  a  marked  speech  defect.  He  had  frequent 
vomiting  and  several  convulsions  of  grand-mal  type,  in  which  head  and 
eyes  always  turned  to  right,  and  were  followed  by  a  right  arm  monoplegia 
that  would  be  complete  for  several  days,  and  accompanied  by  inability  to 
articulate.  These  symptoms  would  continue  several  days  though  he  could 
walk  within  a  few  minutes  after  the  convulsion.  He  died  of  pneumonia 
nine  months  after  admission,  and  less  than  two  years  after  recognition  of 
mental  trouble.  The  autopsy  showed  characteristic  gross  and  histo- 
pathologic changes  of  paresis,  and  the  process  was  much  more  marked 
over  the  left  hemisphere,  which  weighed  twenty  grams  less  than  the  right. 
Clinically  the  case  had  been  diagnosed  as  dementia  resulting  from  a 
gumma  or  syphilitic  endarteritis,  and  its  features  place  it  in  the  group 
described  by  Dr.  Campbell  to  whom  we  are  indebted  for  an  helpful  and 
suggestive  paper  on  the  study  and  diagnosis  of  paresis. 


ELEMENTARY  CONSIDERATIONS  OF  APHASIA. 

By  FREDERICK  S.  HAMMOND,  M.  D. 

Pathologist  New  Jersey  State  Hospital,  Trenton,  N.  J. 

A  consideration  of  the  subject  of  aphasia  as  here  presented  is 
in  a  sense  open  to  criticism  from  two  standpoints.  To  the  special 
workers  in  the  field  it  can  offer  nothing  new ;  while  to  those  who 
are  not  brought  into  frequent  contact  with  such  cases  the  entire 
question  is  prone  to  be  regarded  as  one  of  principally  theoretical 
interest,  of  but  little  practical  import  and  of  limited  application. 

In  view,  however,  of  the  fact  that  it  is  largely  through  the 
investigations  of  aphasic  disorders  that  much  of  what  is  known 
of  cerebral  function  and  localization  has  been  learned,  it  must  be 
conceded  that  in  this  respect  alone  the  subject  is  of  more  than 
limited  scientific  interest. 

On  the  other  hand  the  protracted  discussion  of  many  disputed 
points  has  perhaps  lead  to  some  confusion  as  to  what  in  reality 
are  the  accepted  teachings  of  the  various  authorities,  and  this 
together  with  the  rather  radical  revision  of  the  entire  subject  as 
recently  proposed  by  Marie  would  seem  to  justify  a  limited  review, 
in  which  both  the  classical  teachings  of  the  earlier  school  and  the 
more  recent  conceptions  of  Marie  are  summarized  and  stated  in 
as  concise  a  manner  as  the  subject  permits. 

In  such  a  discussion  there  is  obviously  no  claim  to  originality 
and  the  statements  and  subject  matter  presented  are  taken  from 
the  works  of  the  various  authors  to  whom  reference  is  made. 

General  CoNsroERATioNS  of  Aphasia. 

The  conceptions  of  aphasia  as  taught  by  the  earlier  school  of 
Broca,  Bastian,  Lichtheim,  Dejerine,  v.  Monakow  and  Wernicke 
are  based  on  the  assumption  (or  proof?)  of  certain  definite  centers 
of  cerebral  activity,  each  of  which,  though  intimately  connected 
with  the  others,  possesses  a  distinct  and  separate  function  in  the 
realm  of  speech;  and  the  area  of  the  cerebrum  embracing  these 
i6 
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centers  has  been  termed  the  "  zone  of  language  " ;  the  anterior 
portion  in  general  being  motor,  and  the  posterior  portion,  sensory 
in  function. 

On  the  nature  and  location  of  at  least  two  of  the  special  centers 
there  is  (or  was)  practically  general  agreement;  the  center  for 
the  storage  of  "  kinesthetic  memory  pictures  of  speech,"  first 
demonstrated  by  Broca,  in  the  foot  of  the  left  third  frontal  con- 
volution ;  and  termed  the  motor  speech  center ;  and  the  center  for 
"  sound  memory  pictures  "  located  in  the  first  (and  second)  left 
temporal  convolution,  originally  largely  determined  by  Wernicke, 
and  termed  the  sensory  speech  center.  Thus,  aphasic  disorders  in 
their  simplest  forms  would  arise  from  circumscribed  lesions  of 
these  two  centers  and  would  be  displayed  purely  as  disturbances 
of  emissive  and  receptive  speech  respectively. 

The  entire  aphasic  syndrome  is  rendered  complex,  however,  by 
reason  of  the  intimate  relation  which  one  center  bears  to  the  other, 
the  disputed  question  of  the  existence  of  a  third  center,  and  the 
conceptions  of  Wernicke  concerning  the  relation  between  the  more 
abstract  intellectual  activities  and  the  clinical  types  and  manifesta- 
tions of  aphasic  disturbances. 

Since  the  relations  and  associations  which  exist  between  the 
emissive  and  reception  centers  of  speech  (largely  through  the 
island  of  Reil  and  Claustrum)  are  necessarily  of  the  most  intimate 
character,  it  is  obvious  that  in  the  main,  a  disorder  though  pri- 
marily affecting  one  of  the  centers,  must  assuredly  lead  to  a  dis- 
turbance in  function  of  the  other. 

Thus,  Broca's  aphasia,  in  which  motor  phenomena  predominate, 
is  constantly  accompanied  by  certain  readily  demonstrable 
defects  of  comprehension ;  and  conversely  in  aphasias  of  essential 
sensory  type,  when  the  sensory  center  itself  is  affected,  emissive 
speech  becomes  disordered  and  uncertain. 

The  importance  of  the  sensory  speech  center  in  the  latter  con- 
nection is  obvious  when  it  is  recollected  that  in  learning  to  speak, 
this  faculty  in  the  majority  of  instances  at  least,  is  probably 
acquired  by  the  repetition  of  word  sounds  which  are  first  compre- 
hended and  stored  in  the  receptive  center  of  language.  Further- 
more, since  as  claimed  by  Wernicke,  the  process  of  thinking  is 
accomplished  by  means  of  sound  pictures,  disorders  of  the  sensory 
center  will  likewise  result  in  profound  disturbance  of  the  process 
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of  "  internal  language,"  that  is,  of  the  process  of  word  conception, 
and  consequently  of  the  ability  to  read  and  to  write  (verbal  alexia 
and  agraphia).  But,  according  to  Wernicke  the  sensory  speech 
center  in  itself  is  in  reality  but  the  termination  of  the  auditory 
nerve  where  merely  the  sounds  of  spoken  words  are  perceived  and 
understood  as  such.  It  can  therefore  have  nothing  to  do  with  the 
understanding  of  the  word  sense,  but  serves  as  a  transmitting 
station  for  properly  perceived  word  sounds  to  a  higher  center 
where  the  concrete  meaning  of  such  sounds  are  appreciated ;  "  a 
center  for  the  understanding  of  the  word  sense."  A  typical 
example  of  the  operation  of  the  lower  sensory  speech  center  with- 
out the  necessary  interaction  of  a  center  of  word  conception  is 
offered  when  the  word  sounds  of  a  foreign  language  are  heard 
before  a  knowledge  of  their  meaning  is  acquired.  Similarly,  for 
the  correct  appreciation  of  the  nature  of  objects  analogous  center 
of  "  concrete  conception  "  (Ziehen)  is  indicated,  and  in  this  must 
converge  the  various  sensory  projection  fields  by  which  are  con- 
veyed the  knowledge  of  the  physical  properties  of  objects.  For 
example,  the  conception  of  a  rose  would  be  the  sum  of  an  optical 
memory  picture,  an  olfactory  memory  picture  and  a  tactile  memory 
picture  all  so  intimately  connected  in  the  various  cortical  fields, 
together  with  the  accompanying  word  conception,  that  the  stimu- 
lation of  even  one  sense  by  the  object  is  sufficient  to  call  to  mind 
all  of  the  other  properties  of  the  object  together  with  its  proper 
word  symbol.  Thus  the  definition  of  a  concrete  conception  is 
"  the  definite  grouping  of  associated  memory  pictures  with  each 
other,"  and  the  relation  of  the  centers  of  conception  to  mind 
blindness  (so-called  apraxia)  becomes  of  obvious  significance. 

It  is  on  the  (probable  ?)  existence  of  such  higher  centers  of 
"  word  conception  "  and  of  "  concrete  conception  "  that  Wernicke 
conceived  the  types  of  aphasic  disorders  which  he  designated  as 
"  transcortical " ;  *  and  which  arise  from  an  interruption  of  the 
association  tracts  which  connect  the  motor  and  sensory  speech 
centers  with  the  so-called  region  of  conception. 

The  location  of  such  a  region  is  obviously  theoretic  and  com- 
prises the  realm  of  "  intellect,"  hence  the  general  cerebral  cortex ; 

*  Transcortical  being  used  in  the  sense  that  the  lesion  is  situated  beyond 
the  nearest  center  the  activities  of  which  are  interfered  with  in  the  given 
syndrome. 
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and  in  the  transcortical  forms  of  aphasia  there  are  disturbances 
of  "  internal  language  "  similar  in  general  to  those  observed  in 
disorders  of  the  motor  and  sensory  speech  centers  themselves. 
The  entity  of  the  transcortical  aphasias  is  questioned  but  frequent 
cases  are  observed  in  which  such  relations  are  said  to  offer  the  only 
satisfactory  explanation  of  the  clinical  facts. 

In  contrast  to  the  cortical  and  transcortical  aphasias,  in  which 
either  of  the  motor  and  sensory  speech  centers  themselves  are 
involved,  or  in  which  their  associations  with  the  centers  of  "  intel- 
lect," are  disturbed,  and  in  which  both  emissive  and  receptive 
speech  and  internal  language  are  disordered,  are  the  forms  of 
aphasic  disorder  which  result  when  the  projection  fields  below  the 
centers  are  alone  divided. 

Since  in  such  case  both  the  cortical  centers  and  their  higher 
conception  connections  are  intact,  intellect  will  be  unimpaired, 
the  power  to  read  and  to  write  will  suffer  no  reduction  and  the 
entire  process  of  internal  speech  will  remain  intact.  The  mani- 
festations in  such  cases  are  thus  confined  solely  to  a  central 
mechanical  inability  of  speech  sounds  to  leave  or  to  reach  the 
centers  in  which  they  are  normally  elaborated  or  perceived. 

From  the  location  of  the  lesion  in  such  forms  of  aphasia,  they 
are  designated  "  subcortical "  aphasias  and  represent  the  purest 
forms  of  speech  disorders;  pure  word  mutism  and  pure  word 
deafness.  They  are  of  uncommon  occurrence  and  Marie  contends 
that  pure  word  deafness  does  not  exist  though  Wernicke  and 
Liepmann  claim  undoubted  cases  of  this  nature. 

It  is,  however,  in  the  disturbances  of  written  language  that  the 
greatest  disagreement  among  authorities  exists  as  to  the  centers 
and  mechanism  concerned.  It  is  claimed  by  Dejerine,  and  sup- 
ported by  Bastian  and  Pick,  that  the  functions  of  written  language 
are  dependent  upon  the  integrity  of  a  definite  center  for  the 
storage  of  "  optical  memory  pictures  of  words  " ;  that  this  center 
is  unilateral ;  located  in  the  cortex  of  the  left  angular  gyrus,  and 
connected  by  association  paths  with  the  primary  optic  sensory 
field  in  the  calcarine  area  of  the  mesial  and  basial  surface  of  the 
occipital  lobes.  This  conception  obviously  narrowly  constricts  the 
function  of  written  language  and  tends  to  regard  reading  and 
writing  as  faculties,  in  a  sense,  more  or  less  independent  of 
spoken  language  and   speech  conceptions.     Dejerine   says :   "  a 
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unilateral  focus  deeply  seated  in  the  medullary  structure  of  the 
parietal  lobe  produces  a  combination  of  right-sided  hemianopsia 
and  isolated  writing  blindness  or  alexia;  if  the  affection  is  dis- 
seminated and  reaches  the  cortex  of  this  portion  of  the  brain, 
agraphia  is  added  to  alexia."  The  accuracy  of  this  statement  in 
general  is  not  disputed  by  Wernicke  and  v.  Monakow.  The  latter 
observers,  however,  deny  the  existence  of  any  so-called  "  optical 
word  center  "  and  claim  that  the  cortex  of  the  gyrus  angularis  is 
not  at  all  concerned  in  alexia  and  agraphia,  but  that  these  dis- 
orders result  from  division  of  certain  association  tracts  lying 
beneath  the  cortex  in  this  region. 

Wernicke  persistently  claims  that  reading  and  writing  are  not 
independent  functions,  but  are  "  transcortical  subordinated  activi- 
ties from  the  centers  of  spoken  language,"  and  that  hence,  "  the 
faculty  of  writing  depends  upon  spoken  language,  and  is  lost  as 
soon  as  the  word  conception  or  internal  speech  is  damaged  (corti- 
cal and  transcortical  aphasia)  and  is  retained  as  long  as  word  con- 
ception and  internal  speech  remain  uninj.ured "  (subcortical 
aphasia). 

In  the  general  anatomical  considerations  of  aphasia  the  unilat- 
eral position  of  the  two  principal  centers  of  speech  in  the  left 
hemisphere,  as  well  as  the  exception  and  modifications  to  which 
this  is  subject,  is  of  primary  importance  in  the  sense  of  cerebral 
localization. 

Although  the  fact  that  the  left  hemisphere  is  the  seat  of  the 
"  zone  of  language  "  is  well  supported  by  anatomical  observation, 
and  that  their  unilateral  location  is  perhaps  adequately  explained 
by  the  principle  of  the  conservation  of  energy  there  is  no  good 
explanation  of  the  fact  that  the  conspicuous  right  handedness  of 
most  persons  causes  the  development  of  the  speech  centers  in 
the  left  half  of  the  brain,  and  that  in  left  handed  individuals  a 
similar  function  is  assumed  by  the  right  hemisphere. 

That  the  localization  of  the  speech  centers  is  largely  the  func- 
tional acquirement  of  each  individual  is  clearly  demonstrated  by 
certain  observations  of  aphasic  disorders  in  left  handed  individ- 
uals and  of  cerebral  lesions  in  childhood.  Thus,  Oppenheim 
reported  a  case  in  which  marked  sensory  aphasia  due  to  a  tumor 
appeared  simultaneously  with  a  left  hemiplegia;  the  history 
revealed  the   fact  that  the  patient  was  not  left  handed  from 
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birth,  but  that  owing  to  an  injury  to  the  right  hand  at  the  seven- 
teenth year  she  had  subsequently  become  left  handed.  Autopsy 
revealed  the  suspected  tumor  in  the  left  hemisphere.  This  obser- 
vation leads  to  two  conclusions;  first,  that  the  right  hemisphere 
may  assume  the  function  of  speech  even  in  adult  life  in  place  of 
the  left  hemisphere  whose  function  it  is  normally ;  second,  that  the 
left  hemisphere  may  completely  lose  the  previously  acquired  func- 
tion of  speech  if  the  person  becomes  left  handed. 

In  childhood,  disturbances  of  speech  caused  by  disease  of  the 
left  hemisphere  are  rapidly  compensated  for,  even  when  subse- 
quent findings  reveal  the  complete  destruction  of  the  left  sided 
speech  centers.  Apparently  in  childhood  the  preexisting  left 
sided  cerebral  function  is  readily  transferred  to  the  right  hemi- 
sphere; under  these  circumstances  left  handedness  is  not  neces- 
sarily produced  and  in  the  later  years  fresh  lesions  in  the  right 
sided  centers  may  cause  aphasia  in  persons  who  are  not  really  left 
handed. 

In  the  fully  developed  brain  how  far  such  a  substitution  for 
destroyed  speech  centers  .occurs  is  much  discussed.  It  is  gener- 
ally conceded  that  slowly  growing  pathologic  foci,  which  act 
largely  by  displacement  (brain  tumor  and  abscess),  may  produce 
no  symptoms,  not  even  of  speech  disturbance,  although  autopsy 
findings  may  show  the  center  or  tracts  under  consideration  to 
be  severely  affected.  Oppenheim's  case  is  contrary  to  this,  since 
substitution  from  the  right  hemisphere  to  the  previously  active 
left  sided  centers  did  not  occur. 

The  reason  advanced  by  Wernicke  as  to  why,  in  this  and 
similar  instances,  substitution  of  centers  does  not  take  place  is, 
that  while  in  some  cases  the  lesion  in  one  hemisphere  may  have 
no  affect  upon  the  integrity  of  function  of  the  opposite  side,  in 
others  the  presence  of  a  one-sided  lesion  may  so  damage  the 
general  cerebral  functions  that  the  opposite  hemisphere  is  pre- 
vented from  assuming  the  function  of  the  other. 

The  principal  points  in  the  general  considerations  of  aphasia, 
up  to  the  time  of  the  revision  of  the  subject  by  Marie,  then  are : 

(i)  Two  well  recognized  forms  of  aphasic  disorders;  simple 
motor  and  sensory  aphasia,  arising  from  destruction  of  the  two 
definitely  established,  cortical  centers  of  motor  and  sensory  speech 
upon  which  all  observers  are  agreed;  both  forms  displaying  a 
mixed  picture  and  disturbances  of  internal  language.     (2)  The 
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less  definite  and  rarer  forms  of  pure  emissive  and  receptive  speech 
disorders  due  to  affection  of  the  projection  fields  below  the  centers 


s--- 


V^  h 
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Fig.  I  (modified  by  Wernicke  after  Lichtheim). — The  diagrammatic  representation  of 
the_  relations  between  the  various  centers  concerned  in  spoken  langua^^e  together  with 
their  association  tracts  and  the  theoretical  location  of  the  lesions  in  the  different 
clinical  types  of  aphasia,  a,  sensory  speech  center;  fr,  motor  speech  center;  c,  higher 
center  of  concrete  conceptions  and  conception  of  words,  i  and  2,  sensory  and  motor 
cortical  aphasia;  3  and  4,  transcortical  sensory  and  motor  aphasia;  5  and  6,  subcortical 
sensory  and  motor  aphasia ;  7,  conduction  aphasia.  ■ 


Fig.  2  fafter  Dejerine). — The  "  zone  of  language  "  as  outlined  by  Dejerine.  The 
lighter-shaded  area  includes  the  entire  zone,  while  the  darker  areas  represent  the  loca- 
tion of  the_ three  definite  centers  believed  to  exist  by  Dejerine,  Bastian  and  others.  With 
the  exception  of  the  posterior  center  in  the  gyrus  angularis  this  was  also  accepted  by 
V.  Monakow  and  Wernicke,  a,  motor  speech  area;  b,  sensory  word  center;  c,  optical 
word  center. 

and  in  which  internal  language  remains  intact.     (3)  The  parti- 
ally demonstrated  but  disputed  transcortical  aphasias  of  Wernicke 
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in  which  the  speech  centers  are  severed  from  the  realm  of  con- 
ception and  intellect.  (4)  The  disputed  question  of  whether 
disturbances  of  written  language  are  dependent  upon  a  disorder 


Fig.  3  (after  v.  Monakow).— The  location  and  relative  extent  of  the  lesions  of  motor 
and  sensory  aphasia  and  alexia  and  agraphia  in  a  horizontal  section  of  the  left  hemi- 
sphere. In  the  posterior  half  of  the  section  is  shown  the  three  deep  fiber  tracts  of  the 
inferior  parietal  lobe  cut  by  the  lesion  of  alexia  (7.  L.,  inferior  longitudinal  bundle; 
O.  R.,  optic  radiation;  C,  C,  fibers  of  the  corpus  callosum).  Between  the  inferior 
longitudinal  bundle,  and  the  cortex,  in  the  true  medullary  substance  of  the  gyrus 
ang^ularis  pass  the  fibers  of  the  fasciculus  arcuatus  (F.  A.)  said  by  Wernicke  to  be  the 
association  tract  concerned  in  agraphia. 

of  a  definite  unilateral  cortical  center  for  optical  memory  pictures 
or  are  the  secondary  result  of  disturbances  of  the  centers  of 
association  tracts  concerned  in  spoken  language. 
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The  various  types  of  aphasia  with  their  clinical  syndromes  and 
anatomical  bases  as  demonstrated  and  taught  up  to  the  time  of 
Marie's  revision  are  included  in  the  following.  As  before  indi- 
cated, a  number  of  the  types,  notably  the  transcortical  and  con- 
duction aphasias  and  sensory  subcortical  aphasia,  were  subject 
to  some  dispute,  and  on  the  subject  of  certain  principles  involved 
in  the  disturbances  of  written  language  there  was  practically  no 
agreement  among  the  earlier  observers  themselves,  even  before 
Marie  assailed  the  entire  structure  of  the  previous  conception  of 
aphasia  in  1906. 

In  Figs.  I,  2  and  3  show  the  extent  of  the  zone  of  language 
and  the  location  of  special  centers;  the  diagrammatic  conception 
of  the  speech  mechanism  as  affected  in  aphasia ;  and  the  anatom- 
ical locations  of  the  lesion  in  the  more  common  forms  of  aphasic 
disorders  as  taught  and  accepted  by  the  majority  of  the  earlier 
observers. 

The  Clinical  Syndromes  and  Anatomical  Bases  of  the 
Classical  Aphasias. 

SIMPLE  MOTOR  APHASIA.      (bROCA's  APHASIA  ;  CORTICAL  MOTOR 

APHASIA. ) 

Clinical  Syndrome. 

The  power  of  articulate  speech  is  lost,  both  spontaneously  and 
by  repetition:  The  patient  is  practically  mute  so  far  as  true 
articulate  expression  is  concerned.  If  any  power  of  speech  is 
retained  it  consists  in  a  senseless  repetition  of  the  same  few 
inarticulate  sounds  or  syllables.  Sometimes  profane  or  emotional 
expressions  are  uttered.  These  expressions,  as  well  as  the  few 
retained  syllables,  are  not  voluntary  or  intended  to  express  what 
is  meant  (as  in  transcortical  motor  aphasia),  but  are  the  invari- 
able reactions  to  all  demands  on  the  speech  centers.  "  The 
mechanism  of  speech  is  forgotten."  Words  and  phrases  which  are 
sometimes  uttered  in  sleep  are  impossible  of  repetition  when 
awake. 

The  power  of  understanding  spoken  language  is  in  the  main 
retained :  Simple  orders  are  carried  out,  objects  are  produced  on 
demand  and  questions  understood.  Although  the  receptive 
apparatus  is  relatively  clear,  the  finer  differentiations  of  speech 
are  always  disturbed  by  reason  of  the  intimate  association  of  the 
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two  centers;  the  reactions  to  complicated  constructions,  involved 
commands  and  abstract  conceptions  are  invariably  impaired. 

The  power  to  write  voluntarily  and  to  dictation  is  lost:  The 
motor  aphasic  is  able  to  form  a  limited  number  of  individual 
letters,  but  the  writing  of  words  is  impossible.  The  ability  to 
copy  is  preserved;  the  motor  aphasic  copies  print  in  script.  (A 
verbal  agraphia  as  distinguished  from  a  literal  agraphia). 

"  Internal  speech "  is  impaired :  The  patient  cannot  read 
silently  with  understanding.  "  The  motor  aphasic  cannot  talk 
to  himself  and  cannot  read  to  himself."  The  Proust-Lichtheim 
test  *  is  negative  (contrast  with  subcortical  motor  aphasia  and 
subcortical  sensory  aphasia) . 

Anatomical  Basis. 

According  to  the  teaching  of  Broca,  v.  Monakow,  Wernicke  and 
others  of  the  earlier  school  the  lesion  constitutes  a  destruction  of 
Broca's  area;  the  foot  of  the  left  third  frontal  convolution. 

SUBCORTICAL    MOTOR  APHASIA    (pURE   WORD    MUTISM ). 

Clinical  Syndrome. 

The  simple  abolishment  of  the  power  of  translating  the  intact 
(internal)  word  conceptions  into  word  sounds  due  to  the  division 
of  the  motor  projection  fibers  leading  from  the  motor  speech 
center :  Although  totally  unable  to  pronounce  a  single  word  aloud 
the  internal  mechanism  of  speech  is  unimpaired.  The  internal 
word  conceptions  are  intact  as  shown  by  the  rhythm  of  the  artic- 
ulate sounds  produced  in  efforts  to  speak;  therefore  the  patient 
responds  positively  to  the  Proust-Lichtheim  test ;  "  he  can  talk 
to  himself,  but  not  aloud." 

The  comprehension  of  spoken  words  is  absolutely  intact :  The 
ability  to  write  spontaneously,  to  dictation  and  to  copy  is  entirely 
unimpaired.  Silent  reading  is  readily  performed  with  perfect 
comprehension. 

The  patient  with  subcortical  motor  aphasia  hears  and  thinks 
in  word  symbols ;  he  is  intellectually  unimpaired ;  "  silent  lan- 
guage "  is  perfect ;  he  is  incapable  only  of  articulate  speech. 

*  The  power  to  correctly  indicate  by  signs  or  gestures  the  correct 
number  of  syllables  in  a  given  word  even  though  the  power  of  articulation 
be  lost. 
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Anatomical  Basis. 

As  taught  by  the  earlier  school  the  lesion  is  one  involving  the 
medullary  fibers  of  Broca's  convolution,  either  in  the  convolution 
itself  (beneath  the  cortex),  or  one  involving  the  fibers  as  they 
join  the  centrum  ovale,  v.  Monakow  states  that  a  partial  destruc- 
tion of  the  lower  part  of  the  convolution  (toward  the  Sylvian 
fissure)  also  produces  pure  word  mutism. 

Marie  claims  that  the  lesion  is  one  involving  the  lenticular  zone 
alone;  he  does  not  recognize  pure  word  mutism  as  aphasia,  but 
designates  it  as  "aphemia"  (anarthria). 

TRANSCORTICAL    MOTOR    APHASIA     (aMNESIC    APHASIA!     AMNESIA 

VERBALIS) . 

Clinical  Syndrome. 

The  arrest  or  very  decided  impairment  of  spontaneous  speech 
due  to  the  division  of  the  association  tract  between  the  centers  of 
"concrete  conception  "  and  the  motor  speech  center :  While  at 
best  the  patient  can  utter  but  occasional  single  words  or  short 
phrases  spontaneously,  repetition  is  fluent  and  perfect  and  is  only 
limited  by  the  power  of  retention.  The  command  of  language  is 
unlimited  and  automatic.  Long  sentences,  verses  or  speeches 
learned  by  rote  (Lord's  Prayer,  multiplication  tables,  etc.),  are 
smoothly  recited,  either  at  command  or  by  repetition ;  articulation 
is  absolutely  faultless.  But  the  simplest  communication,  conver- 
sation or  difference  of  opinion  is  impossible  through  spontaneous 
speech;  once  in  a  while  a  single  short  answer  is  obtained; 
questions  are  usually  answered  by  gestures.  The  speech  still  at 
command  is  not  made  up  on  a  few  senselessly  repeated  words  or 
syllables  as  in  cortical  motor  aphasia,  but  there  are  occasional 
expressions  of  discontent,  helplessness  and  anger,  therefore  true 
emotional  reactions. 

Spoken  language  is  well  understood:  Words  are  correctly 
heard  and  comprehended  and  directions  and  commands  correctly 
carried  out.  There  is  an  impairment  of  the  power  to  write 
spontaneously  corresponding  to  the  spontaneous  speech  defect 
present.  Writing  to  dictation  is  correct  or  accompanied  by 
paraphasic  distortions.  The  patient  reads  silently  with  full  under- 
standing ;  reading  aloud  is  performed  with  paraphasic  admixtures. 
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In  the  lighter  forms  of  transcortical  motor  aphasia  the  dis- 
turbance consists  in  a  difficulty  in  "  word  finding  " ;  there  is  an 
inability  to  name  objects  seen  (mind  blindness)  ;  a  difficulty  in 
finding  substantives  in  conversation.  When  the  desired  word,  or 
part  of  the  word,  is  suggested  it  is  recognized  and  eagerly 
accepted.  This  type  of  aphasia  (partial  transcortical  motor 
aphasia)  is  designated  amnesic  aphasia  (Pitres),  or  amnesia 
verhalis,  and  is  best  exemplified  in  mental  disorders  such  as 
senile  psychoses  with  cerebral  atrophy. 

It  is  illustrated  in  normal  individuals  by  occasional  inabilities 
to  recall  certain  words  of  limited  importance  on  certain  occasions ; 
and  similarly  in  persons  with  a  limited  command  of  a  foreign 
language  who  are  unable  to  express  themselves  in  words  which 
they  understand  correctly  when  heard.  When  such  phenomena 
are  observed  in  connection  with  a  native  language  amnesic 
aphasia  is  demonstrated. 

The  condition  is  usually  not  associated  with  focal  lesions,  but 
is  commonly  encountered  in  mental  disease  and  the  transcortical 
motor  and  sensory  aphasias  in  senile  dementia  may  often  be 
recognized  without  traces  of  focal  disorders  (mental  blindness 
demonstrates  the  condition). 

Focal  symptoms,  if  found  in  amnesic  aphasia  will  be  of 
secondary  importance  to  the  actual  difficulty  in  word  finding  and 
will  merely  indicate  the  area  which  is  the  seat  of  general  decrease 
of  cerebral  activity;  as  for  instance,  in  cases  of  post  apoplectic 
dementia. 

Transcortical  aphasia  (both  motor  and  sensory),  since  they 
involve  the  higher  centers  of  conception  and  intellect  are  the 
syndromes  constituting  the  border  line  pictures  between  true  focal 
organic  disturbances  of  cerebral  activity  (on  which  are  based  the 
studies  of  cerebral  localization),  on  the  one  hand  and  the  essenti- 
ally functional  psychic  disorders  of  pure  mental  diseases  on  the 
other.  It  has  even  been  suggested  that  the  peculiar  mutisms 
observed  in  mental  disease  {e.  g.,  catatonia)  are  due  to  some 
obscure  form  of  transcortical  aphasic  disorders. 

Anatomical  Basis. 

The  lesion  of  transcortical  motor  (as  well  as  sensory)  aphasia 
is  said  to  be  one  which  cuts  the  fasciculus  arcuatus  (in  the  neigh- 
borhood of  the  left  first  temporal  at  the  Sylvian  fossa)  thus  sever- 
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ing  the  connection  between  the  temporal  sensory  speech  center  and 
Broca's  motor  speech  area. 

In  amnesic  aphasia  (amnesia  verbalis)  the  alterations  consist  in 
an  atrophic  reduction  of  the  general  cerebral  cortex  (the  higher 
conception  center)  as  is  seen  in  senile  and  alcoholic  brain  atro- 
phies. 

It  should  be  understood  that  a  part  at  least  of  the  conceptions 
of  the  transcortical  aphasias  as  introduced  by  Wernicke  are  based 
largely  on  theoretical  considerations,  and  although  clinically  such 
cases  are  not  infrequently  encountered,  the  anatomical  basis  is 
admitted  to  be  incomplete. 

THE    SO-CALLED    CONDUCTION    APHASIA. 

This  form  of  aphasia,  introduced  by  Wernicke,  is  based  largely 
on  theoretical  grounds  and  certain  clinical  observations.  Much 
of  the  clinical  data  is  contradictory  and  the  anatomical  basis  has 
not  been  satisfactorily  demonstrated.  The  entity  of  conduction 
aphasia  is  disputed.  Theoretically  conduction  aphasia  is  the  inter- 
ruption of  the  directly  communicating  tract  over  which  in  child- 
hood the  word  sounds  perceived  by  the  sensory  center  are  con- 
veyed to  the  emissive  part  of  the  speech  apparatus. 

In  conduction  aphasia  neither  of  the  centers  themselves  or  the 
higher  fields  of  conception  are  disturbed. 

The  clinical  syndrome  of  such  an  interruption  should  include: 

An  undisturbed  faculty  of  spontaneous  speech. 

A  full  comprehension  of  spoken  words. 

An  inability  to  repeat  meaningless  words  or  phrases,  such  as 
a  foreign  language. 

A  paraphasia  with  ability  to  correct  errors  in  repeating  words 
and  phrases  whose  meaning  is  understood. 

simple  sensory  aphasia  ( cortical  sensory  aphasia  ; 
Wernicke's  aphasia), 
A  defect  in  the  comprehension  of  the  sense  of  spoken  words 
arising  from  a  defective  comprehension  of  word  sounds  due  to  the 
division  of  the  medullary  "  acoustic  word  fibers "  entering  the 
sensory  speech  center.  "An  arrest  of  the  understanding  of 
speech  with  retention  of  the  power  of  hearing " :  In  cortical 
sensory  aphasia  the  word  sounds  themselves  are  not  appreciated 
and  hence  meaning  can  not  enter  into  consciousness,  while  in 
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the  transcortical  type  the  sounds  are  plainly  perceived  but  their 
significance  is  not  grasped. 

The  power  of  articulate  speech  is  retained:  Sensory  aphasia 
is  the  aphasia  of  comparative  speechfulness  as  compared  with 
the  speechlessness  of  the  motor  type ;  "  the  sensory  aphasic  is  a 
babbler."  Until  by  progressive  destruction  of  the  sensory  center 
the  vocabulary  is  diminished'  the  sensory  aphasic  often  displays 
loquacity;  his  conversation,  however,  showing  many  mistakes  in 
forms  of  expression;  incorrect  and  distorted  (paraphasic)  words 
and  sentences  are  unnoticed  and  the  confusion  of  words  in  spon- 
taneous speech  may  so  increase  as  to  render  the  meaning  entirely 
incomprehensible  (jargon  aphasia).  Sometimes  under  excite- 
ment, however,  whole  sentences  may  be  correctly  spoken. 

The  patient  cannot  imitate  word  sounds  and  hence  cannot 
repeat  what  is  said  to  him  (contrast  with  the  transcortical  type  in 
which  repetition  is  fluent). 

The  function  of  "  internal  language  "  is  much  disturbed :  The 
power  to  think  in  word  symbols,  to  read  understandingly  and 
to  write  are  all  profoundly  reduced. 

There  is  a  marked  disturbance  in  spontaneous  writing  ability 
(verbal  agraphia)  corresponding  with  the  reduction  of  auditory 
word  perception.  Spontaneous  writing  may  be  preserved  to  a  cer- 
tain extent,  but  the  output  is  senseless  and  disordered.  Both  writ- 
ing and  reading  are  most  profoundly  affected  when  there  is  an 
accompanying  word  blindness. 

The  patient  cannot  write  to  dictation,  but  is  able  to  copy: 
Copying  is  done  servilely,  the  patient  copying  print  in  print,  in 
reality  drawing  the  letters;  he  does  not  copy  print  in  script  as 
does  the  motor  aphasic. 

A  difficulty  in  finding  names  for  objects  shown:  Objects  may 
be  incorrectly  named,  and  distorted  words  are  frequently  used 
in  naming  them. 

In  Broca's  aphasia  the  trouble  is  predominantly  of  articulation 
and  writing  (emission)  ;  in  sensory  aphasia  all  the  elements  of 
language  are  disordered. 

Anatomical  Basis. 

A  lesion  involving  the  sensory  cortical  speech  center  in  the 
posterior  portion  of  the  left  first  (and  second)  temporal  con- 
volutions. 
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SUBCORTICAL  SENSORY  APHASIA    (PURE  WORD  DEAFNESS). 

Clinical  Syndrome. 

A  loss  of  the  understanding  of  word  sounds  of  what  has  been 
spoken,  an  adequate  power  of  hearing  being  retained.  The  entire 
internal  speech  apparatus  is  undisturbed.  The  word  conception 
remains  clear;  the  patient  can  think  in  word  symbols  and  can 
"  talk  to  himself." 

Spontaneous  speech  is  absolutely  free  and  clear,  but  the  patient 
cannot  repeat  what  is  spoken  to  him.  There  are  no  paraphasic 
admixtures  as  in  cortical  sensory  aphasia. 

Ability  to  write  spontaneously  and  to  copy  is  unimpaired; 
writing  to  dictation  is  impossible. 

There  is  no  impairment  of  ability  to  read  silently  and  aloud  with 
full  understanding. 

Since  in  subcortical  sensory  aphasia  only  those  fibers  which 
convey  word  sounds  to  the  auditory  center  are  affected,  various 
other  sounds,  including  the  voice  sounds,  are  heard;  the  compre- 
hension of  word  sounds  alone  is  lacking.  The  lack  of  under- 
standing is  due  to  actual  inability  to  hear  word  sounds. 

The  appearance  of  such  patients  is  significant.  They  are  quiet 
and  observant;  their  glance  shows  suspicion  or  fear  and  their 
demeanor  is  one  of  restlessness.  Their  altered  manner,  the 
inability  to  repeat  what  is  said  to  them  and  the  marked  diminution 
of  spontaneous  speech  often  cause  them  to  be  looked  upon  as 
dements. 

Anatomical  Basis. 

A  lesion  of  the  medullar  structures  at  the  foot  of  the  left  first 
temporal  convolution  at  a  point  where  the  fibers  unite  with  the 
island  of  Reil. 

TRANSCORTICAL  SENSORY  APHASIA. 

Clinical  Syndrome. 

An  abolition  of  the  understanding  of  the  word  sense  with  a 
retained  understanding  of  the  word  sound  and  an  intact  power  of 
hearing,  due  to  the  division  of  the  association  tracts  between  the 
centers  of  "  concrete  conception  "  and  the  sensory  speech  center : 
The  speech  sounds  as  such  are  perfectly  understood  as  shown  by 
the  ability  to  repeat  spoken  words;  but  the  accompanying  concep- 
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Hon  of  their  meaning  is  hot  awakened  by  reason  of  the  division 
of  the  connecting  pathways  between  the  (lower)  speech  center 
and  the  (higher)  realm  of  conception.  The  patient  hears  the 
word  sounds  as  such,  but  they  convey  no  meaning  to  him  as  is 
exactly  the  case  in  an  unfamiliar  foreign  language. 

The  power  of  speech  is  actually  retained;  but  is  slightly 
impaired,  in  that  the  accuracy  of  the  words  spoken  by  the  patient 
cannot  be  tested  by  his  own  disturbed  power  of  understanding 
spoken  words;  hence,  speech  is  frequently  to  some  degree  para- 
phasic,  and  there  may  be  suggestions  of  admixtures  of  incorrect 
and  distorted  words  of  syllables. 

The  patient  is  able  to  read  aloud:  Reading  aloud  may  be 
fluent,  perfect  and  without  eflfort,  but  there  is  no  comprehension 
of  what  is  read  since  the  corresponding  conceptions  are  not 
awakened.  Reading  may  be  compared  to  the  reading  of  a  foreign 
language  which  is  not  understood,  but  is  composed  of  similar 
word  sounds.    In  some  cases  reading  is  paraphasic. 

Spontaneous  writing  shows  to  an  increased  extent  the  para- 
phasic disturbances  of  active  speech  and  paraphasic  distortions 
frequently  render  it  incomprehensible. 

Anatomical  Basis. 

As  in  transcortical  motor  aphasia  the  lesion  is  one  severing  the 
connections  between  the  lower  (sensory)  speech  center  and  the 
higher  centers  of  conception  and  probably  divides  the  fasciculus 
arcuatus  at  a  point  near  the  sensory  speech  center  where  the  pro- 
jection fibers  are  concentrated  in  a  converging  bundle. 

DISTURBANCE    OF    WRITTEN    LANGUAGE    (ALEXIA    AND    AGRAPHIA). 

In  the  domain  of  written  language,  as  before  indicated,  the 
subject  of  alexia  and  agraphia  formed  for  the  earlier  observers  a 
point  of  entire  disagreement;  one  school  maintaining  the  action 
of  a  special  optical  word  center  and  the  other  denying  its  exist- 
ence. 

In  the  main,  however,  both  alexia  and  agraphia  are  of  two  well 
differentiated  types,  essentially  different  in  both  clinical  phe- 
nomena and  anatomical  basis;  these  types  are  verbal  and  literal. 

Verbal  alexia  and  agraphia  are  the  terms  designating  those 
forms  of  disturbances  of  written  language  which  accompany  all 
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forms  of  both  motor  and  sensory  aphasia  in  which  the  function  of 
"  internal  language  "  is  disordered.  They  are  thus  a  part  of  the 
syndromes  of  the  motor  and  sensory,  cortical  and  transcortical 
aphasias,  while  in  the  subcortical  types  (pure  word  mutism  and 
pure  word  deafness)  they  are  absent. 

As  distinguished  from  the  literal  forms,  verbal  alexia  and 
agraphia  arise  from  disordered  word  conception,  the  conceptions 
of  letters  remaining  more  or  less  intact.  Thus  patients  with 
verbal  alexia  or  agraphia  are  able  to  recognize  and  to  form  indi- 
vidual letters  and  figures,  but  the  meaning  of  their  combinations 
into  word  symbols  is  faulty  and  distorted.  Since  the  verbal 
forms  of  alexia  and  agraphia  constitute  a  part  of  the  aphasic  com- 
plexes which  arise  from  disorders  of  emissive  and  receptive 
speech,  the  lesions  from  which  they  result  will  be  identical  with 
those  of  motor  (Broca's)  and  sensory  (Wernicke's)   aphasia. 

Literal  alexia  and  agraphia  on  the  other  hand  are  considered  as 
separate  entities  and  arise  from  a  loss  of  conception  for  letters, 
and  since,  as  claimed  by  Wernicke,  reading  and  writing  are  accom- 
plished by  spelling,  there  is  likewise  a  resulting  inability  in  the 
emission  and  reception  of  written  words. 

In  their  pure  forms  literal  alexia  (word  blindness)  and  agraphia 
are  the  rarest  types  of  aphasic  disturbances.  But  two  authentic 
cases  (those  of  Rieger  and  Sommer)  of  the  coincidence  of  pure 
literal  agraphia  and  alexia  without  essential  disturbance  of  speech 
are  on  record.  In  these  the  patients  had  lost  all  conception  of 
certain  small  and  capital  letters  of  the  alphabet  while  the  others 
were  well  retained  and  there  was  no  essential  speech  disorder 
demonstrable. 

Wernicke  cites  the  case  of  a  patient,  who,  after  writing  a  well 
connected,  and  in  the  main,  correct  letter  to  a  relative  was  unable 
to  read  a  single  word  he  had  written  (word  blindness).  Such 
phenomena  are  designated  by  some  as  "  subcortical  visual 
aphasia  "  and  are  usually  accompanied  by  right  sided  hemianopsia ; 
there  is  word  blindness,  well  preserved  spontaneous  speech  and 
good  comprehension ;  the  patient  is  able  to  write  voluntarily  and 
to  dictation,  but  cannot  read  what  is  written  either  by  himself  or 
others. 

The  occurrence  of  p^re  isolated  literal  agraphia  is  disputed  and 
in  the  main  is  not  accepted  as  a  distinct  entity.     Marie  denies  it 
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absolutely ;  Wernicke  himself,  who  observed  a  case  offering  prob- 
ably the  nearest  approach  to  the  condition,  denied  the  existence 
of  a  pure  literal  agraphia  after  prolonged  observation  of  his 
patient  which  showed  that  what  at  first  appeared  to  be  a  purely 
isolated  writing  defect  was  in  reality  accompanied  by  disturbance 
of  internal  speech.  The  same  observer  states  the  rule  that  if 
in  agraphia  there  is  shown  any  ability  to  form  letters,  no  matter 
how  bad  the  writing,  the  agraphia  is  verbal  and  not  literal ;  hence 
not  an  isolated  affection,  but  one  belonging  to  a  speech  disorder. 

Theoretically  pure  agraphia  should  consist  in  a  more  or  less 
total  loss  of  the  conception  of  writing  movements  with  inability 
to  form  written  letters,  figures  and  words,  while,  the  power  of 
emissive  speech  and  the  comprehension  of  spoken  and  written 
language  remains  practically  intact. 

Such  a  combination  of  preserved  speech  faculties  with  an 
isolated  defect  of  written  language  is  held  by  some  to  indicate 
the  existence  of  special  centers  for  reading  and  writing.  Thus, 
Exner  and  Charcot  believed  that  a  special  motor  center  for  writing 
movements  is  localized  in  the  base  of  the  left  second  frontal  con- 
volution, and  Dejerine,  Bastian  and  Pick  claim  that  the  cortex  of 
the  gyrus  angularis  of  the  left  lower  parietal  area  is  a  center  for 
the  storing  of  "  optical  word  pictures."  Exner's  contention  of  a 
special  writing  center  is  held  to  be  untenable  and  is  disproved 
by  the  fact  that  writing  movements  can  be  performed  by  the  leg 
and  even  the  tongue,  when  obviously  the  center  of  writing  move- 
ments are  localized  in  entirely  different  areas.  The  existence  of 
a  unilateral  center  for  optical  word  memory  pictures  is  denied 
by  Wernicke  and  v.  Monakow. 

Wernicke  positively  states  that  if  a  center  for  the  storage  of 
optical  memory  pictures  exists  it  is  one  merely  for  letters  and  not 
for  words  because  the  idea  that  all  words  seen  can  be  visually 
stored  is  impossible  and  absurd;  and  furthermore  that  it  is 
bilateral.  He  denies  that  the  cortex  of  the  gyrus  angularis  pos- 
sesses any  such  function  and  doubts  that  the  proper  conceptions 
of  even  letters  can  be  awakened  unless  their  corresponding  sound 
conceptions  are  intact;  that  is,  that  the  appreciation  of  the  indi- 
vidual symbols  of  the  components  of  the  alphabet,  and  hence  the 
faculty  of  written  language,  is  in  reality  dependent  upon  the  func- 
tion of  the  sensory  speech  center  in  the  first  temporal  convolution. 
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Hence  agraphia  (according  to  Wernicke)  is  always  due  to  a 
disturbance  of  internal  speech;  the  result  of  disordered  word  con- 
ception, and  hence  transcortical  in  nature. 

Without  attempting  to  definitely  decide  the  nature  and  localities 
of  the  possible  centers  concerned  in  disturbances  of  written 
language,  Wernicke  applies  to  these  forms  of  emissive  and  recep- 
tive speech  the  same  principles  embodied  in  the  consideration  of 
the  various  forms  of  motor  and  sensory  aphasia.  Thus  the 
theoretical  centers  concerned  in  alexia  and  agraphia  are :  the  lower 
centers  for  the  optical  memory  pictures  of  letters  and  conception 
of  writing  movements  respectively,  and  a  higher  center  of  word 
conceptions.  Alexia  and  agraphia  result  when  the  tract  con- 
necting the  center  for  optic  alphabet  memories  and  the  center  of 
word  conceptions  is  divided;  pure  literal  agraphia  would  arise 
from  a  similar  division  of  the  tract  directly  connecting  the  center 
of  optic  memory  pictures  with  the  center  of  conception  for  writing 
movements. 

On  these  theoretic  considerations  as  well  as  on  the  part  played 
by  the  cortex  of  the  angular  g}'rus  there  is  no  agreement.  The 
location  of  the  lesion  causing  essential  alexia  and  agraphia  how- 
ever, is  definitely  established  as  one  lying  in  the  lower  region  of 
the  left  parietal  lobe ;  that  is,  the  angular  and  supramarginal  con- 
volutions. The  operation  of  the  lesion  as  maintained  by  Dejerine 
is  through  the  destruction  of  the  cortical  center  for  the  optical 
memory  pictures  in  the  gyrus  angularis  or  the  fibers  leading  there- 
from. Wernicke  denies  this  and  as  proof  of  this  contention  calls 
attention  to  the  fact  that  if  such  a  center  actually  existed  the 
occurrence  of  pure  isolated  alexia  and  agraphia  would  be  frequent, 
whereas  in  reality  they  are  extremely  rare. 

Wernicke  describes  the  essential  lesion  of  alexia  and  agraphia 
as  a  focus  situated  deeply  in  the  medullary  layers  of  the  gyrus 
angularis,  but  which  has  no  immediate  or  essential  connection 
with  the  cortex  of  this  area. 

In  alexia  the  lesion  involves  the  deep  sagital  medullary  layers 
of  the  gyrus  angularis  and  destroys  the  inferior  longitudinal 
bundle,  optic  radiation  of  Gratiolet  and  tapetum  tracts,  thus 
severing  the  connection  between  the  speech  centers  and  both 
occipital  lobes  with  resulting  word  blindness  and  right  hemian- 
opsia. 
17 
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In  agraphia  the  lesion  occupies  the  same  general  situation,  but 
lies  nearer  the  cortex  in  the  true  medullary  substance  (in  front, 
above  and  external  to  the  lesion  of  alexia)  and  divides  the  fasci- 
culus arcuatus  and  fibers  of  the  corpus  callosum,  in  which  lie  the 
association  tracts  between  the  motor  cerebral  regions  and  the 
occipital  lobes  and  lower  parietal  lobes  of  the  same  side,  and 
between  the  sensory  speech  center  and  the  lower  parietal  and 
occipital  lobes  of  the  same  and  opposite  sides. 

Marie  claims  that  pure  word  blindness  does  not  exist  and  that 
pure  alexia  does  not  occur  clinically  and  anyhow  it  cannot  be 
considered  as  a  syndrome  of  aphasia  at  all,  but  an  extrinsic  com- 
plex resulting  from  damage  to  the  posterior  cerebral  artery. 
These  questions  are  not  decided. 

Marie's  revision  of  the  subject  of  aphasia. 

The  papers  of  Pierre  Marie  which  in  1906  assailed  the  entire 
conception  of  aphasia  as  previously  taught,  have  as  their  most 
radical  departures:  The  absolute  denial  of  the  existence  of  a 
motor  speech  center  in  Broca's  convolution;  the  splitting  up  of 
the  previously  designated  "  motor  aphasia "  into  two  distinct 
components;  the  demonstration  of  the  importance  and  nature  of 
the  "  lenticular  zone  " ;  the  elimination  of  the  angular  gyrus  as  a 
center  for  optical  memory  pictures  and  of  pure  word  deafness 
and  pure  alexia  from  the  aphasic  complex;  the  contention  that 
the  so  called  sensory  speech  center  is  in  reality  not  a  sensory 
center  for  the  auditory  image  of  words,  but  an  intellectual  center ; 
and  that  lesions  of  the  "  zone  of  Wernicke  "  alone  give  rise  to 
true  aphasic  disorders. 

Figs.  4  and  5  show  the  areas  of  the  cerebrum  concerned  in 
aphasic  disorders  as  advanced  by  Marie:  the  lenticular  zone  and 
zone  of  Wernicke. 

Marie  maintains  that  the  third  frontal  convolution  of  the  left 
side  does  not  play  any  special  role  in  the  function  of  language; 
that  which  is  called  motor  aphasia  or  Broca's  aphasia  in  reality  is 
anarthria  plus  aphasia ;  that  the  aphasia  of  Broca  is  not  a  disease, 
not  a  clinical  entity,  but  a  syndrome,  a  superimposition  of  aphasia 
upon  anarthria,  or  better,  a  simple  combination  of  two  distinct 
troubles,  anarthria  and  aphasia.  As  to  aphasia  itself,  Marie  holds 
that  there  is  only  one  aphasia,  which  he  proposes  to  call  Wernicke's 
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aphasia,  and  only  one  speech  center  diffusely  localized  in  the 
left  temperoparietal  lobe,  and  that  this  center  is  a  region  of  intel- 
ligence specialized  for  language,  not  a  center  of  sensory  images. 
The  clinical  splitting  up  of  the  aphasia  of  Broca  into  two  elements, 
anarthra  and  aphasia,  Marie  maintains  is  verified  by  autopsy. 
One  finds  constantly  lesion  of  the  lenticular  zone  associated  with 
lesion  of  the  zone  of  Wernicke. 

Marie  describes  the  lenticular  zone  as  an  area  included  between 
two  parallel  lines  drawn  inward  from  the  anterior  and  posterior 
fissures  respectively  of  the  island  of  Reil  to  the  lateral  ventricle. 
Its  territory  includes  the  caudate  nucleus,  the  lenticular  nucleus, 


Fig.  4  (after  description  of  Marie). — The  shaded  area  denotes  the  "  intellectual 
center  specialized  for  language  "  and  called  by  Marie  the  zone  of  Wernicke.  It  is  from 
lesions  in  this  area  alone,  according  to  Marie,  that  all  true  aphasic  disorders  originate. 
It  isto  be  noted  that  with  the  exception  of  the  third  left  frontal  area,  which  is  excluded, 
Marie's  intellectual  area  is  similar  to  the  zone  of  language  of  the  earlier  writers. 

the  external  capsule,  the  claustrum,  the  cortex  of  the  island  of 
Reil  and  the  internal  capsule.  It  is  in  this  territory  very  distinctly 
separated  from  the  third  frontal  convolution  that  the  lesion  that 
determines  anarthria  is  especially  situated. 

Anarthria  (the  old  aphemia  of  Borca)  is  characterized  clinically 
by  the  loss  of  speech  with  preservation  of  the  understanding  of 
words,  of  reading  and  writing.  It  is  produced  by  a  lesion  in  the 
lenticular  zone,  interfering  with  the  co-ordination  of  movements 
required  for  the  formation  and  articulation  of  words,  without 
inducing  true  muscular  paralysis.  Broca's  aphasia  is  produced 
by  a  combination — the  proportion  varying  with  the  case — of  the 
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lesion  of  anarthria  with  a  lesion  of  Wernicke's  zone  or  lesion  of 
the  fibers  coming  from  this  zone. 

The  third  left  frontal  convolution  plays  no  part  in  the  function 


Fig.  5  (after  description  of  Marie). — 'Marie's  "  lenticular  zone  "  (shaded)  in  which  is 
located  the  essential  lesion  of  Marie's  anarthria,  and  which  when  combined  with  a 
lesion  of  the  zone  of  Wernicke  gives  rise  to  Broca's  aphasia.  The  upper  and  lower 
limits  of  the  lenticular  zone  have  not  been  defined. 

of  speech.  The  true  speech  center  is  the  zone  of  Wernicke ;  which 
must  not  be  considered  as  a  sensory  center,  but  as  an  intellectual 
center,  Wernicke's  zone  consists  of  the  supramarginal  and 
angular  gyri  and  the  feet  of  the  first  two  temporal  convolutions. 
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Lesion  in  this  center  determines  in  proportion  its  extent,  and 
in  addition  to  the  disturbances  of  speech,  deficient  understanding 
of  words,  inability  to  read  and  write,  as  well  as  the  disappearance 
of  certain  concepts  of  a  didactic  character.  The  foot  of  the  first 
temporal  convolution  cannot  be  said  to  constitute  a  sensory  center 
for  the  auditory  image  of  words.  Pure  word  deafness  does  not 
exist.  Pure  word  blindness  (pure  alexia)  does  not  occur 
clinically.  The  lesion  producing  it  is  a  lesion  of  the  posterior 
cerebral  artery,  not  of  the  Sylvian  artery  as  in  the  other  aphasias. 
It  is  useless  and  inaccurate  to  drag  in  the  angular  gyrus,  which 
cannot  be  recognized  as  the  center  of  visual  word  images. 

Marie  maintains  that  there  is  no  reason  to  preserve  the  classifi- 
cation of  aphasia  into  the  cortical  and  subcortical  forms.  As  a 
matter  of  fact,  aphasia  due  to  focal  lesions  is  never  exclusively 
cortical.  It  is,  moreover,  advisable  at  present  not  to  refer  to  the 
cerebral  cortex  the  entire  pathologic  physiology  of  aphasia,  since 
the  subjacent  white  matter  seems  to  play  a  part  of  perhaps  greater 
clinical  importance  than  the  gray  matter.  If  one  insists  upon 
classifying  aphasia,  the  varieties  of  which  are  connected  by  a  scale 
of  innumerable  transition  forms,  the  best  division  would  be  into 
(i)  intrinsic  aphasia,  in  which  Wernicke's  zone  or  the  fibers 
coming  from  it  is  directly  and  considerably  aflFected  by  the  lesion. 
(Broca's  aphasia,  Wernicke's  aphasia),  and  (2)  extrinsic  aphasia, 
in  which  Wernicke's  zone  with  its  fibers  is  not  directly  involved. 

For  Marie  there  is  only  one  aphasia,  the  aphasia  of  Wernicke. 
The  term  sensory  aphasia,  he  thinks,  should  disappear.  The 
aphasia  of  Wernicke  has  for  its  substratum  lesion  of  the  zone 
known  by  his  name.  Intrinsic  aphasia  is  accompanied  by  trouble 
of  the  internal  language  and  intellectual  deficit.  The  other 
alteration  of  language,  anarthria  and  pure  alexia,  are  extrinsic 
syndromes.  Pure  alexia  is  dependent  upon  lesion  of  quite  another 
vascular  territory  than  aphasia.  Aphasia  is  dependent  upon  lesions 
of  the  Sylvian  artery,  and  alexia  upon  obliteration  of  the  posterior 
cerebral  arteries.  He  maintains  that  in  autopsies  upon  patients 
with  Broca's  aphasia  there  is  a  double  lesion.  One  causes  the 
anarthria  and  the  other  the  trouble  of  internal  language,  of 
reading,  and  of  writing.  The  terms  Broca's  aphasia,  ataxic 
aphasia,  total  aphasia,  designate  progressive  degrees  of  the 
same  syndrome. 
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The  three  important  factors  in  the  discussion  are :  ( i )  is  Broca's 
area,  the  foot  of  the  third  frontal  convolution,  the  center  in 
which  is  stored  the  memories  of  phonetic  speech,  articulatory, 
kinesthetic  memories?  In  other  words,  is  motor  aphasia  or 
Broca's  aphasia  real  aphasia  at  all?  Is  there  a  well  defined, 
though  not  sharply  marked  syndrome  to  which  the  name  of 
Broca's  aphasia  is  given,  upon  what  is  it  dependent  anatomically  ? 
(2)  Do  lesions  of  the  so-called  lenticular  zone  give  rise  to  a 
simple  complex,  parallel  to  that  of  so-called  subcortical  motor 
aphasia,  the  anarthria  or  aphemia  of  Marie?  (3)  Is  the  area  of 
language  the  area  in  which  memories  and  words  seen  and  heard 
are  stored,  and  from  which  alone  they  can  be  evoked  by  peripheral 
stimuli,  or  is  the  storage  of  such  memories  a  function  of  the 
anterior  pole  of  the  brain  (the  so-called  psychic  sphere)  or  of  the 
whole  brain  itself? 

It  must  be  granted  that  there  is  no  adequate  clinical  or  anato- 
mical evidences  for  considerating  Broca's  center  to  be  the  seat  of 
memories  of  articulation.  There  does  not  exist  in  the  literature  a 
case  of  Broca's  aphasia  clinically  in  which  the  lesion  was  confined 
narrowly  to  the  foot  of  the  third  frontal  convolution,  nor  does  the 
brain  upon  which  Broca  based  his  original  thesis  show  it.  It  is 
probable  that  Marie  is  correct  in  assuming  that  the  third  frontal 
convolution  is  not  an  area  in  which  are  stored  memories  of  arti- 
culation and  it  may  be  stated  that  our  present  conceptions  of  the 
zone  of  language  must  be  modified  in  so  far  as  denying  the  exist- 
ence of  the  storage  of  articulatory  kinesthetic  memories  in  the 
anterior  poles,  the  foot  of  the  third  frontal  convolution. 

It  is  admitted  by  everyone  that  there  is  an  aphasia,  which  is 
clinically  distinctly  characterized,  to  which  the  name  motor  aphasia 
or  Broca's  aphasia  is  given.  Is  it  sensory  or  Wernicke's  aphasia 
plus  anarthria  or  aphemia  ?  If  it  is  true  that  the  foot  of  the  third 
convolution  is  not  the  seat  of  phonetic  memories,  then  Marie's 
explanation  is  probably  the  correct  one.  Marie  admits  that  Broca's 
and  Wernicke's  aphasia  are  clinically  two  distinct  varieties.  The 
distinction  between  the  two  is  not  always  very  sharply  drawn, 
but,  as  a  rule,  certain  characters  permit  the  distinction  to  be  made. 
Those  who  have  contended  that  the  symptomatology  of  the  two 
forms  of  aphasia  are  very  unlike  have  pointed  out  that  it  is  a 
mode  of  copying  that  distinguished  motor  aphasia  from  sensory 
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aphasia.  It  is  admitted  by  everyone  that  the  motor  aphasic  has 
some  word  deafness  and  some  word  blindness,  but  it  is  maintained 
that  he  copies  print  in  script  while  the  sensory  aphasic  copies 
servilely.  There  has  been  recent  important  testimony  to  show 
that  this  is  not  true. 

In  regard  to  the  mental  defect  of  aphasic  patients,  whether  they 
have  sensory  or  motor  aphasia,  which  Marie  has  emphasized,  this 
has  received  due  consideration  in  every  treatise  on  aphasia,  and 
there  can  be  no  doubt  of  its  existence;  considering  the  lesion  of 
the  brain  in  the  majority  of  cases  of  aphasia,  the  wonder  is  that 
the  mental  defect  is  not  more  pronounced. 

That  lesion  of  the  so-called  lenticular  zone  gives  rise  to  the 
symptom  complex  parallel  to  that  of  so-called  subcortical  motor 
aphasia  there  can  be  little  doubt.  The  preservation  of  internal 
speech  is  the  distinct  feature  in  each  of  them.  Whether  the  loss 
of  speech  capacity  which  results  is  called  anarthria  or  aphemia 
is  not  of  prime  importance.  But  the  term  aphasia  should  be 
reserved  for  those  cases  in  which  internal  speech  is  disordered. 
Those  cases  in  which  the  internal  speech  is  not  disordered  and  in 
which  there  is  inability  to  speak  (pure  motor  aphasia  of  Dejerine; 
pure  word  mutism  of  Wernicke)  should  be  classified  as  cases  of 
anarthria  or  aphemia.  This  anarthria  may  exist  from  the  onset 
of  the  patient's  illness,  that  is,  there  may  never  be  any  true  aphasia 
associated  with  it. 

The  answer  to  the  third  question  in  regard  to  the  storage  of 
memories  of  words  seen  and  heard  cannot  be  given  positively  at 
this  time.  We  do  not  know  how  memories  are  localized,  or  indeed 
that  they  are  localized  at  all.  We  assume  that  cells  undergo  modi- 
fication from  each  impression  that  reaches  them,  and  that  the  cell 
reacts  in  a  different  way  to  different  impressions  at  different  times. 

The  position  taken  by  Marie  is  not  so  revolutionary  as  has  been 
commonly  supposed.  In  the  first  place,  it  has  never  been  seriously 
denied  that  there  is  not  a  certain  amount  of  mental  defect  in 
practically  all  cases  of  true  aphasia.  This  mental  defect  varies  in 
different  cases,  but  it  has  been  generally  recognized.  In  the 
second  place,  the  anarthria  or  aphemia  of  Marie  is  in  reality  the 
same  thing  as  the  subcortical  motor  aphasia  of  Wernicke,  and  the 
pure  motor  aphasia  of  Dejerine,  The  important  contribution  that 
]\Iarie  has  made  is  that  the  foot  of  the  third  frontal  convolution 
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(Broca's  convolution)  is  not  the  seat  of  articulatory  kinesthetic 
memories,  and  is  not  an  integral  part  of  the  zone  of  language,  and 
that,  therefore,  destruction  of  it  does  not  cause  aphasia.  It  is  not 
enclosed  in  the  lenticular  zone  of  Marie. 

The  service  done  by  Marie  with  regard  to  the  subject  of 
aphasia  has  been  great,  in  spite  of  the  perhaps  just  critism  that 
he  has  torn  down  without  building  up. 

In  the  last  analysis,  it  still  remains  to  be  seen  as  to  which  teach- 
ing, that  of  the  old  or  the  new  schools,  will  in  the  main  prove  the 
correct  one. 


THE  PREVENTION  OF  THE  CAUSES  OF  INSANITY. 
By  AMOS  J.  GIVENS,  M.D.,  Stamford,  Conn. 

"  It  is  a  curious  reflection,"  editorially  remarks  the  London 
Medical  Press  and  Circular,  "  that  our  advancing  civilization  tends 
to  secure  the  survival  of  the  unfit  rather  than  of  the  fit  ...  . 
Sooner  or  later  it  may  come  about  that  reasoning  mankind  will 
bring  stern  logic  to  bear  upon  the  question,  and  will  desire  to  pro- 
tect the  producer  rather  than  the  non-productive  cumberers  of  the 
earth." 

This  is  bold  speech.  It  is  not  in  accord  with  the  present  practice 
of  the  civilized  world.  To  an  extraordinary  extent  we  strive  to 
protect  and  prolong  the  lives  of  the  unfit  at  an  incalculable  cost,  a 
cost  which  includes  the  lives  and  services  of  the  fit,  the  labor  and 
earnings  of  the  productive  classes. 

We  can  hardly  claim  that  an  equal  amount  of  service  and  ex- 
penditure is  devoted  to  preserving  the  health  of  the  relatively 
normal,  or  to  preventing  the  development  or  perpetuation  of  dis- 
ease whether  physical  or  mental. 

Our  government  is  lavish  in  appropriations  to  secure  the  health 
and  well-being  of  animals,  to  prevent  the  development  of  insects 
and  other  pests  which  devour  or  render  useless  so  many  agricul- 
tural products.  The  statement  has  been  made  by  Professor  J. 
Pease  Norton  within  the  last  two  years  that  the  Department  of 
Agriculture  spends  annually  $7,000,000  on  plant  health,  and  animal 
health ;  that  during  the  ten  years  prior  to  1908  this  department  had 
disbursed  $46,000,000.  "  But  not  a  wheel  of  the  official  machinery 
at  Washington,"  says  Prof.  Norton,  "  was  ever  set  in  motion  for 
the  alleviation  or  cure  of  diseases  of  the  heart  or  kidneys,  which 
will  carry  oflF  over  six  millions  of  our  entire  population,  while 
eight  millions  will  perish  of  pneumonia,  and  the  entire  event  is 
accepted  by  the  American  people  with  a  resignation  equal  to  that 
of  the  Hindoo,  who,  in  the  midst  of  indescribable  filth,  calmly 
awaits  the  day  of  the  cholera." 

All  this  is  doubtless  true.  It  is  true  that  the  death  rate  from 
diseases  of  the  heart  has  increased  in  the  United  States  57  per  cent 
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since  1880,  and  of  diseases  of  the  kidneys  131  per  cent.  And  it 
is  also  true,  as  stated  in  the  report  of  Prof.  Fisher,  of  Yale,  on  the 
national  vitality,  that  42  per  cent  of  deaths  each  year  from  the 
above  and  other  causes  are  preventable. 

In  corroboration  of  this  you  will  find,  if  you  study  the  statistics 
of  our  national  health,  and  of  our  medical  knowledge  of  the  incep- 
tion and  development  of  diseases  other  than  the  so-called  degen- 
erative diseases,  that  we  must  now  recognize  that  all  disease  is 
dependent  largely  upon  the  fact  that  it  finds  a  fertile  soil,  a  pre- 
pared soil  in  the  individual,  and  that  if  it  did  not  it  would  of 
necessity  pass  the  individual  by.  This  is  already  almost  a  truism, 
although  we  have  seemingly  known  it  definitely  but  a  compara- 
tively short  time. 

On  the  other  hand,  the  natural  resistive  forces  in  the  body,  far 
less  in  the  brain,  are  not  yet  fully  identified  or  placed  where  they 
properly  belong  in  the  category  of  effective  agencies  in  the  crucial 
struggle.  We  have  not  taken  sufficient  pains  to  insure  their 
existence  or  to  avail  ourselves  of  them  as  we  might  so  successfully 
by  establishing  a  maximum. 

Our  present  methods  of  preventing  disease,  and  of  arresting  it 
in  its  incipiency,  are  much  too  crude  and  too  limited  to  overtake 
the  strides  which  disease  is  making  in  our  midst.  As  a  commercial 
nation  this  inefficiency  in  meeting  so  grave  a  problem  is  beyond 
comprehension  ;  as  a  nation  ambitious  to  rank  in  the  van  of  nations 
it  is  truly  suicidal.  What  this  cost  is  financially,  statistics  can 
show  only  in  part :  they  give  an  estimate  of  a  loss  of  $700,000,000 
per  annum  in  the  earnings  alone  of  those  ill  during  the  working 
period  of  life.  This  is  on  a  basis  of  $700,  representing  the  annual 
average  earnings  of  each  individual,  and  is  quite  apart  from  the 
costs  incurred  by  illness,  which  would  apply  to  incapacity  at  all 
ages  for  the  3,000,000  always  on  the  sick  list. 

Our  thoughts  naturally  turn  to  that  proportion  of  this  number 
mentally  affected,  and  not  only  not  productive,  but  also  instru- 
mental in  permanently  withdrawing  from  the  usual  constructive 
activities  of  life  so  appreciable  a  number  of  highly  trained  men 
and  women  who  must  give  their  lives  to  a  class  in  which  the  cures 
effected  are  strikingly  insignificant,  compared  to  the  enormous 
investment  of  money  and  of  individuals  devoted  to  their  welfare. 
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When  we  refer  to  the  number  of  the  insane  in  a  given  country, 
it  is  to  an  enumeration  manifestly  incomplete.  Doubtless  no  incon- 
siderable number  of  men  and  women  walk  the  streets  to-day,  and 
go  about  the  business  of  life,  who  are  to  all  intents  and  purposes 
insane.  There  are  others  whose  existence  we  can  only  guess  at, 
sheltered  in  their  own  homes  or  so  provided  for  that  they  shall  not 
come  within  official  classification.  It  is  the  pleasure  of  the  medical 
optimist  to  affirm  that  such  individuals  are  few  and  rarely  to  be 
met  with,  while  in  the  same  breath  he  affirms  that  the  apparent 
increase  (for  so  he  denominates  it)  of  insane  in  institutions  is 
merely  because  of  increasing  confidence  in  their  excellence,  causing 
transfer  of  home  cases  to  hospitals.  There  might  be  some  diffi- 
culty in  getting  around  a  slight  inconsistency  here.  It  reminds  one 
of  the  cheering  statement  of  an  Ohio  colleague,  at  the  64th  annual 
meeting  of  the  American  Medico-Psychological  Association,  to 
the  effect  that :  "  There  never  was  so  little  nervous  disease  among 
the  American  people  in  all  their  history  as  there  is  to-day.  This  I 
am  well  aware,"  he  adds,  "  is  contrary  to  the  usual  impression, 
but  the  proportion  of  these  diseases,  as  shown  by  the  vital  sta- 
tistics of  the  United  States,  indicates  a  brighter  day  for  the 
American  people.  During  the  last  decade  of  the  last  century  the 
mortality  statistics  from  nervous  diseases  dropped  from  247  to 
217  per  hundred  thousand  in  the  United  States,  a  decline  of  thirty 
points." 

This  is  true,  but  it  is  to  be  remarked  that  it  has  but  little  bearing, 
if  any,  on  the  number  of  cases  of  nervous  diseases,  since  it  refers 
merely  to  the  number  of  deaths  directly  attributable  to  nervous 
diseases.  In  this  connection  I  would  quote  a  statement  equally 
statistical,  made  by  Prof.  Charles  L.  Dana,  of  New  York  City, 
before  the  Section  on  Psychiatry,  International  Congress  of  Arts 
and  Sciences,  St.  Louis,  September  20,  1904,  a  statement  to  which 
is  appended  a  comment  well  worthy  of  consideration  coming  from 
such  a  source.  He  said :  "  The  average  age  at  death  has  increased 
from  about  28  in  1840  to  34.5  in  1900,  thus  bringing  more  people 
into  the  third  decade,  which  is  the  one  most  fruitful  in  insanity." 

The  steady  increase  in  longevity  is  a  well  known  fact,  and 
apparently  never  referred  to  without  general  congratulations. 
This  increase  applies  to  the  insane,  the  feeble-minded,  the  criminal 
classes,  as  well  as  to  the  sane  and  comparatively  sound  and  desir- 
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able  members  of  society.  The  longer  the  lives,  the  larger  the 
accumulation  of  the  insane.  The  longer  the  lives,  the  greater  the 
number  of  those  who  survive  through  the  periods  of  infancy  and 
youth  to  that  period  wherein  appears  the  highest  percentage  of 
cases  of  insanity,  the  third  decade  of  which  Prof.  Dana  speaks.  It 
may  be  added  that  he  had  not  then  the  figures  for  1904,  which 
show  us  that  the  maximum  of  13.7  per  cent  of  admissions  to 
insane  hospitals  in  that  year  were  in  the  age  period  25  to  29  years, 
which  was  almost  identically  repeated,  however,  for  the  age  period 
30  to  34  years,  or  practically  the  first  half  of  the  fourth  decade, 
when  it  was  13.6  per  cent.  Of  the  total  number  of  insane  in  the 
United  States,  the  average  age  of  admission,  regardless  of  the 
year,  was  then  ascertained  to  be  38.5  years,  which,  compared  with 
earlier  statistics,  shows  an  increase  in  admission  age. 

If  we  are  so  unanimous  in  our  zeal  to  lengthen  life,  would  it  not 
be  advisable  to  cultivate,  so  far  as  possible,  an  equal  zeal  to  im- 
prove the  quality  of  that  life  ? 

Admitting  for  the  sake  of  argument,  room  for  difference  of 
opinion  as  to  the  definite  increase,  or  any  appreciable  increase  of 
insanity  in  this  country,  and  that  statistics  often  are  misleading 
as  to  deductions  to  be  drawn,  may  not  the  following  figures  justify 
the  belief  that  there  is,  nevertheless,  urgent  reason  for  making  a 
universal  and  mighty  effort  to  remove  the  causes  which  have  pro- 
duced the  insane  we  undoubtedly  have  in  our  midst,  whether  such 
cases  be  of  recent  or  remote  development. 

On  June  i,  1890,  there  were  in  the  United  States  74,028  insane 
patients  distributed  among  162  hospitals,  of  which  119  were  public 
and  43  private  institutions.  There  were  additionally  reported 
30,000  cases  of  insanity  not  in  institutions. 

On  December  31,  1903,  there  were  in  the  United  States  150,151 
insane  persons  distributed  among  328  hospitals,  of  which  226  were 
public,  an  increase  as  you  see  of  107  public  hospitals,  and  102 
private  institutions,  an  increase  you  will  notice  of  59.  No  figures 
are  obtainable  for  the  number  of  insane  not  in  institutions  in  1903, 
which  is  perhaps  just  as  well  for  the  optimists,  as  the  Special 
Report  goes  on  to  say  that  even  without  these  cases-at-large,  the 
ratio  per  100,000  of  population  of  all  the  insane  in  1890  was 
exceeded  in  1903  by  the  institutional  cases  alone  by  16.3. 
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These  figures  are  for  the  insane  population,  and  have  nothing 
to  do  with  the  feeble-minded,  estimated  in  1904,  by  Dr.  Femald, 
Superintendent  of  the  Massachusetts  School  for  Feeble-Minded, 
as  approaching  150,000  in  number,  and  by  Ostrander  in  1908  as 
numbering  300,000,  and  whose  genesis  we  trace  to  causes  to  which 
the  largest  proportion  of  the  insane  are  also  attributable. 

We  are  an  eminently  practical  nation,  or  suppose  ourselves  to 
be  such,  and  seek  to  convey  that  impression;  but  we  are  also  a 
wasteful  nation,  and,  for  the  estimation  of  our  own  progress  and 
status,  it  is  immaterial  whether  other  nations  are  also  wasteful. 

We  are  practical ;  but  not  so  practical  as  not  to  invite  the  expen- 
diture we  actually  make  of  twenty-two  and  one-half  millions  a 
year  for  the  mere  up-keep  of  hospitals  for  the  insane,  without 
reference  to  the  enormous  cost  of  the  original  plant  and  the  per- 
manent improvements,  a  plant  valued  in  the  State  of  New  York 
alone,  in  1904,  at  $22,000,000.  What  the  cost  to  the  nation  may 
be  in  loss  of  earnings  of  the  insane,  and  of  those  sane  detached 
for  their  service  can  not  be  estimated.  Prof..  Dana  said  in  1904: 
"  It  seems  to  me  that  it  would  not  be  far  out  of  the  way  to  say  that 
the  care  and  cost  of  the  diseased  and  defective  brains  of  the 
country  is  over  $85,000,000  annually,  and  is  increasing  absolutely 
at  the  rate  of  4  per  cent." 

It  is  right  that  we  should  care  for  the  insane,  and  that  we  should 
strive  for  a  constantly  lessening  death-rate  from  all  diseases,  but 
is  it  not  wasteful  to  take,  as  a  nation,  no  steps  to  limit  and  minimize 
the  necessity  for  a  constantly  increasing  expenditure  so  little  fruit- 
ful in  encouraging  results?  It  has  been  estimated  that  not  more 
than  one  in  eight  or  ten  of  those  who  come  to  hospital  care  ever 
recover,  and  the  significant  statement  is  also  made  that  in  about 
40  per  cent  of  those  who  become  insane  the  disease  is  due  to 
preventable  causes. 

That  the  use  of  alcoholic  beverages  accounts,  chiefly  through 
heredity,  for  at  least  one-fourth  of  all  cases  of  insanity  is  well 
known,  but  is  it  not  possible  that  we  are  still  underestimating 
the  part  it  plays  in  producing  this  class  of  cases?  It  is  my  wish 
to  dispassionately  and  scientifically  consider  the  problem  of  our 
professional  life.  We  can  admit  with  Dr.  F.  W.  Mott,  Neurologist 
to  the  Charing  Cross  Hospital,  London,  that  were  the  consumption 
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of  alcohol  limited  to  the  utmost  degree  there  would  be  no  parallel 
decrease  in  the  number  of  cases  of  insanity.  The  artificial  condi- 
tion under  which  life  is  lived  to-day  apparently  impels  men  to 
seek  artificial  stimulation,  and  were  this  not  obtainable  through 
the  action  of  alcohol  other  means  would  doubtless  be  resorted  to. 
Other  means  might  be  discovered,  however,  less  fatal  to  the 
integrity,  not  of  the  individual,  but  of  the  race.  So  long,  never- 
theless, as  alcohol  in  all  its  forms,  pure  and  impure,  highly  or 
moderately  intoxicating,  is  freely  available,  and  the  great  masses 
of  the  public  left  in  ignorance  of  its  most  subtle  influence  upon  the 
organs  of  the  body,  the  tissues  of  the  nervous  system,  and  of  the 
birthmark  of  a  vitiated  vitality,  or  an  enfeebled  mind  which  will 
be  branded  upon  offspring,  just  so  long  will  the  chief  factor  in  the 
production  of  the  insane  and  defectives  be  uncontrollably  active. 

In  vain,  as  regards  the  subject  under  consideration,  has  the 
question  of  temperance,  so-called,  been  approached  by  clerics  and 
their  followers  with  religious  exhortations,  pledges,  and  tracts. 
This  is  a  matter  which  must  be  hammered  home  into  the  brains  as 
well  as  the  souls  of  the  American  people,  and  by  those  who  are 
conversant  with  modem  pathological  and  psychological  findings. 
And  the  government  elected  by  the  American  people  must  aflford 
them  adequate  protection  from  their  ill-advised  desire — as  regards 
a  certain  proportion  of  them — to  indulge  the  appetites  of  the  body 
without  restriction. 

It  would  seem  to  me  that  some  practical  measure  might  be 
adopted  both  to  lessen  the  sale  and  consumption  of  alcohol,  and  to 
secure  a  pure  article.  This  measure,  if  enacted  as  law  and  duly 
enforced,  would  ensure  the  retaining  of  all  liquors  in  bond  for  ten 
years,  and  beer  in  breweries  until  at  least  six  months  old.  Inferior 
beers  cannot  survive  six  months,  while  the  withholding  of  liquors 
from  the  public  ten  years  would  automatically  prevent  the  placing 
on  the  market  of  cheap  substitutes,  in  place  of  liquors  which  have 
undergone  the  normal  process  of  ageing,  whereby  the  toxic  con- 
stituents become  largely  changed  into  essential  oils  and  ethers. 
The  price  of  intoxicants  would  necessarily  be  advanced,  and  would, 
we  might  hope,  place  them  in  large  quantities  at  least,  beyond  the 
reach  of  the  classes  most  productive  in  offspring. 

The  present  Pure  Food  Laws  provide,  it  would  seem,  less  for 
the  quality  of  alcoholic  beverages  than  for  the  identification  of 
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their  component  elements.  They  are  absolutely  ineffective  at  the 
present  time. 

There  are,  of  course,  palliative  measures  not  to  be  despised ; 
such,  for  instance,  as  that  formulated  in  the  so-called  "  Bar  and 
Bottle  Bill "  which  Massachusetts  hopes  eventually  to  test.  This 
bill  is  intended  to  prevent  the  sale  in  bar-rooms  of  bottled  liquors. 

Sixty  per  cent  of  the  arrests  in  Massachusetts  in  1908,  it  may  be 
noted,  were  for  drunkenness,  and  in  1909  the  number  of  arrests 
for  this  cause  increased  by  4185.  There  may  or  may  not  be  any 
connection  between  the  above  facts,  and  the  publication  editorially 
by  the  Boston  Herald,  February  14,  1909,  of  the  statement  that  the 
number  of  new  cases  of  insanity  were  for  1908  the  highest  yet, 
viz.,  600,  and  that  a  state  official  had  said :  '*  We  can't  build 
hospitals  fast  enough  to  take  care  of  the  appalling  increase." 

There  may  be  no  connection,  I  say,  between  the  increasing  exces- 
sive use  of  alcohol  in  Massachusetts  and  the  increasing  number 
of  cases  of  insanity,  but  that  the  alarm  is  being  taken  for  reasons 
not  too  far  to  seek  is  evidenced  by  the  appointment  in  that  state 
this  past  year  of  a  commission,  consisting  of"  two  alienists  and  a 
criminologist,  for  the  study  of  the  increase  of  criminals,  mental 
defectives,  epileptics,  and  degenerates  in  the  state. 

If  alcohol  is  the  chief  cause  of  insanity,  as  exhibited  through 
heredity,  other  factors  scarcely  less  worthy  of  consideration  enter 
into  the  problem.  It  has  been  well  said  that,  "  the  more  stable  the 
brain  organization,  the  more  stress  required  to  provoke  mental 
dissolution,  and  vice  versa  " ;  and  also  that,  "  every  man  has  his 
breaking  point."  That  "  breaking  point "  however,  may  never  be 
reached  if  a  man  has  a  good  heredity ;  but  as  we  look  about  us  we 
see  on  all  sides  individuals  whose  heredity  is  defective.  Possibly, 
we  say,  it  is  not  alcoholic,  but  can  we  say  it  is  not  syphilitic, 
epileptic,  tuberculous  ?  That  it  is  not,  above  all  else,  neurotic  ? 

Can  we  say  that  the  stress  and  strain  of  modern  life,  the  greed 
for  excitement,  money,  social  advancement,  political  aggrandize- 
ment, and  mental  and  physical  excesses  have  not  entered  into  the 
inheritance  of  the  individual  to  the  extent  of  furnishing  him  with 
a  constitution  and  temperament  but  ill  adapted  to  withstanding 
the  enormous  demands  made  upon  his  vitality?  Can  we  feel 
reasonably  sure  that  he  will  react  normally  under  the  continued 
pressure  of  existence,  and  during  the  additional  years  of  expecta- 
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tion  of  life  we  think  so  great  a  gain?  Or  if  he  does  not  reach  the 
breaking  point,  does  it  not  seem  probable  his  descendants  will? 
Pessimistic  deductions  might  be  not  inexcusable,  did  we  not  know 
that  the  partial  prevention  of  these  causes  is  within  the  power  of 
the  race  which  has  created  them,  and  this  to  a  marked  extent, 
granting  a  general  comprehension  and  co-operation. 

To  retarded  inherited  syphilis  is  increasingly  attributed  many 
nervous  manifestations.  According  to  Rumpf ,  the  nervous  system 
participates  with  13  per  cent  in  the  symptoms  of  inherited  syphilis. 
Fournier's  statistics,  however,  give  a  much  higher  percentage.  It 
is  the  opinion  of  many  of  the  profession  that  in  the  future  there 
will  be  a  distinct  connection  traced  between  the  neuroses  which 
precede  generations  developing  insanity,  and  the  present  saturation 
of  the  male  population  with  the  toxins  of  gonorrhea,  60  per  cent 
being  the  lowest  estimate  of  the  number  of  men  in  the  United 
States  who  have  or  have  had  gonorrhea.  The  identification  of  the 
remoter  manifestations  of  gonorrhea  in  the  individual  is  proceed- 
ing rapidly. 

Venereal  diseases  can  be  greatly  lessened,  if  both  men  and 
women  are  better  instructed  in  sexual  hygiene,  and  made  aware  of 
the  inevitable  outcome  of  the  transgression  of  physical  laws,  and 
their  far-reaching  and  deplorable  effects.  To  this  end  a  period 
must  be  speedily  put  to  the  senseless  and  criminal  reticence  here- 
tofore observed  on  these  subjects. 

The  question  of  a  "  pure  birth-rate,"  so-called,  is  intimately 
associated  with  this  question  of  the  prevention  of  the  causes  of 
insanity.  It  is  an  extraordinary  state  of  affairs  when  a  nation 
which  raises  a  great  hue  and  cry  over  the  plague  and  leprosy, 
which  without  a  dissenting  voice  quarantines  scarlet  fever  and 
diphtheria,  not  only  allows  the  syphilitic  and  gonorrheic  to  freely 
go  where  he  lists,  but  leaves  him  free  to  marry  and  beget  tainted 
offspring,  to  later,  in  too  many  instances,  contribute  inmates  to  our 
institutions  for  the  feeble-minded,  the  insane,  the  blind  and  other 
defectives. 

The  feeble-minded,  also,  estimated  in  1904,  as  has  been  said,  as 
numbering  more  than  150,000,  of  which  the  census  reported  only 
14,347  in  institutions,  propagate  their  kind  practically  unchecked 
except  in  the  states  of  Connecticut,  Minnesota  and  Washington. 
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Before  the  Prison  Congress  held  in  Seattle  in  1906  it  was  reported, 
in  illustration  of  the  menace  this  is,  that  the  State  of  Pennsyl- 
vania was  then  caring  for  150  feeble-minded  descendants  of  one 
family.  Yet  during  the  discussion  before  that  Congress  of  the 
advisability  of  securing  sterilization  of  habitual  criminals,  to  say 
nothing  of  non-criminals  mentally  defective,  one  member,  at  least, 
entered  a  strong  objection,  said  he  considered  the  entire  question 
an  "  outrage  "  and  was  willing  "  to  trust  to  nature  to  look  after 
the  reproduction  of  the  race."  We  have  been  trusting  nature  to 
look  after  the  reproduction  of  the  race  ever  since  the  first  colonists 
landed  to  introduce  the  blessings  and  diseases  of  civilization.  We 
are  still,  to  a  large  extent,  pursuing  this  suicidal  policy,  with 
results  very  numerous  in  the  manifestations  of  degeneration. 

Penny  wise  and  pound  foolish,  we  make  lavish  expenditures  for 
the  treatment  of  the  mentally  diseased,  but  disburse  with  a  nig- 
gardly hand  funds  for  the  eradication  of  its  causes ;  like  the  State 
of  Michigan,  reported  in  1908  as  limiting  the  annual  expenditure 
of  its  State  Board  of  Health  to  $19,000  for  all  purposes,  while 
expending  for  the  care  of  its  insane  alone  $1,000,000  per  annum. 
Commenting  upon  this,  Ostrander  says :  "  Insanity  is  as  prevent- 
able as  tuberculosis.  A  million  dollars  annually  expended  for  the 
scientific  investigation  of  the  causes  and  prevention  of  diseases 
would  eventually  relieve  the  state  of  a  large  part  of  the  burden  of 
caring  for  its  dependents." 

The  diseases  and  conditions  known  as  insanity,  epilepsy —  one- 
half  of  all  the  physically  defective  insane  are  designated  as  epilep- 
tic— idiocy  and  imbecility,  criminality  and  inebriety  are  closely 
bound  together,  and  intimately  related.  The  cost  of  systematic 
education  of  the  public,  old  and  young,  in  such  preventive  measures 
as  can  alone  insure  reduction  of  these  cases  or  even  a  halt  in  their 
constant  increase,  will  be  large,  but  is  never  likely  to  approach  the 
enormous  amount  of  present  expenditures  to  care  for  the  results 
of  our  past  folly,  and  failure  to  interpret  the  trend  of  events. 

Better  conditions,  also,  as  regards  housing  of  our  people,  their 
working  surroundings,  and  especially  their  nutrition,  etc.,  must 
be  assured.  It  is  not,  however,  the  native  born,  those  most  logic- 
ally our  people,  who  give  rise  to  the  problems  most  difficult  of 
solution.  It  is  the  foreign  born,  now  pouring  into  the  country  in 
augmented  numbers.    In  March,  1910,  108,000  immigrants  landed 
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at  the  port  of  New  York  alone ;  32,314  of  this  number  remaining 
in  New  York  State.  The  last  national  census  returns  showed  that 
43.5  per  cent  of  the  insane  in  that  state  admitted  in  1904  were 
foreign  born.  In  Connecticut  the  percentage  was  30.2  of  admis- 
sions of  foreign  born  for  1904.  The  percentage  of  foreign  bom 
to  total  population  of  Continental  United  States  for  that  year  was 
but  19.5.  Insanity  of  the  foreign  born  increases  much  faster  than 
their  addition  to  the  population  warrants.  We  may  attribute  this 
to  lack  of  adjustment  to  environment,  to  the  fact  that  a  large  pro- 
portion of  these  immigrants  are  accustomed  to  an  out-door  life, 
and  to  an  innutritions  diet  totally  inadequate  to  the  physical  de- 
mands upon  them  in  this  country.  Congregating  to  so  large  an 
extent  in  cities,  meeting  the  unaccustomed  stress  of  American 
environment  and  customs,  ill-nourished  and  ill-housed,  and  often 
with  inherent  defects,  they  mentally  succumb,  and  crowd  our 
institutions. 

The  Irish  and  the  Germans  constituted,  in  1903,  over  60  per  cent 
of  the  total  insane  population  in  hospitals.  They  are,  incidentally, 
considerable  consumers  of  alcoholic  beverages. 

Are  the  mentally  defective  and  the  potentially  insane  generally 
detected  upon  their  application  for  admission  to  this  country? 

"  It  frequently  happens,"  says  the  commissioner  of  immigration, 
port  of  New  York,  "  that  5000  aliens  arrive  in  one  day.  With 
the  force  of  inspectors  at  my  disposal  not  over  two  minutes  can 
be  devoted  to  each  of  them  at  the  first  inspection,  at  which  over  70 
per  cent  are  usually  admitted." 

The  year  this  report  refers  to  was  1909.  In  that  year  a  total  of 
944,235  aliens  were  admitted  to  this  country,  and  of  this  number 
only  348  mentally  afflicted  were  detected  and  turned  back.  Com- 
ment is  unnecessary. 

An  effort  is  being  made  by  the  government,  and  by  societies  and 
individuals,  to  secure  a  distribution  of  immigrants  which  shall 
establish  a  larger  proportion  in  the  country.  Could  this  be  done, 
and  our  agricultural  resources  better  developed,  not  only  would 
the  health  of  the  foreign  element  be  greatly  improved,  but  the  ques- 
tion of  the  food  supply  of  the  entire  nation  would  be  infinitely 
easier  to  answer.  The  nervous  strain  which  the  present  problem 
of  living  entails  upon  all  classes  except  the  wealthiest  can  prove 
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no  small  factor  in  the  production  of  nervous  instability  and  in- 
sanity in  this  and  the  following  generation. 

The  census  of  1900  gave  a  total  population  for  the  United 
States  of  84,233,069,  and  a  wage-earning  population  over  ten 
years  of  age  of  29,287,070.  Of  this  number  10,438,219  were 
engaged  in  agriculture ;  the  smallest  percentage  of  those  follow- 
ing agricultural  pursuits  being  represented  by  the  foreign  whites, 
the  largest  by  the  colored  people.  The  foreign  whites,  however, 
are  not  largely  the  indispensable  skilled  workers,  but  the  workers 
a  large  proportion  of  which  could  be  better  employed  in  rural 
sections,  in  developing  the  land,  and  in  reducing  the  constantly 
increasing  unsettled  areas  in  this  country.  These  unsettled  areas 
have  increased  principally  in  the  Western  States,  the  population 
within  their  boundaries  having  been  diverted  to  urban  centers. 
There  were  only  three  states,  however,  New  York,  New  Jersey, 
and  Connecticut  in  which  more  than  half  the  population  resided 
in  cities  of  8000  inhabitants  or  over.  The  condition  in  New  York 
is  explained  by  two  facts :  ( i )  That  it  has  nearly  twice  as  many 
foreigners  in  its  population  than  any  other  state  ;  (2)  that  it  leads 
as  regards  the  average  number  of  wage-earners  employed  in  manu- 
factures— estimated  in  1900  by  states  and  territories — and  in  the 
value  of  its  manufacturing  products,  said  value  amounting  to 
$340,000,000  more  than  the  value  of  the  products  of  Pennsyl- 
vania, the  state  which  ranks  second.  Connecticut,  we  observe,  is 
one  of  the  four  states,  Rhode  Island,  Massachusetts,  Connecticut, 
and  New  Hampshire  having  the  greatest  percentage  of  persons 
engaged  in  manufacturing  and  mechanical  pursuits. 

These  facts,  however,  offer  no  discouragements  to  the  advocat- 
ing of  a  better  utilization  of  the  land  in  rural  districts.  They 
rather  emphasize  the  desirability  of  detaching  from  urban  centers 
a  larger  proportion  of  the  population.  A  still  further  argument  in 
favor  of  such  a  course  is  the  definite  knowledge,  through  the  last 
report  of  the  commissioner-general  of  immigration,  that,  although 
the  great  mass  of  our  population  is  of  Teutonic  and  Celtic  origin, 
67  per  cent  of  our  immigration  now  comes  from  the  Slavic  and 
Iberic  countries  of  Southern  and  Extern  Europe ;  in  a  word,  they 
are  coming  from  countries  where  the  people  are  chiefly  occupied 
in  agricultural  pursuits. 
18 
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Therefore,  these  people  should  be  diverted  from  our  cities  to  the 
infinitely  more  healthy  life  of  the  country.  Our  native  population 
also  should  be  retained,  so.  far  as  possible,  in  rural  sections  of  the 
country,  which  undoubtedly  can  be  so  developed  in  these  days  of 
modern  means  of  communication,  .etc.,  as  to  soon  offer  many  of  the 
chief  advantages  of  urban  life  without  the  principal  deteriorating 
elements. 

"  Back  to  the  land !  "  is  no  misleading  cry,  either  of  our  needs 
or  of  our  opportunities.  Of  our  opportunities,  because  the  United 
Census  Report  for  the  year  1900  tells  us  that  the  New  England 
and  North  Central  States  were  found  to  contain  the  most  valuable 
farm  lands,  while  the  farms  with  the  lowest  valuation  per  acre 
(land  and  improvements)  were  found  principally  in  the  South 
and  West. 

And  yet  we  are  constantly  hearing  about  the  unfertile  soil  of 
New  England,  and  the  farms  abandoned  of  necessity  within  her 
boundaries  and  even  within  the  boundaries  of  the  rich  and  pros- 
perous state  of  New  York.  The  commissioner  of  the  Department 
of  Agriculture,  State  of  New  York,  writes :  "  It  has  seemed  to 
please  our  western  friends  to  insist  on  worn-out  and  exhausted 
soils,  not  recognizing  the  fact  that  most  of  the  farms  which  lie 
unoccupied  and  untilled  are  in  that  condition  because  of  the  fierce 
competition  of  industrial  and  commercial  enterprises  ....  Many 
of  these  farms  in  New  York  State  are  worth  agriculturally  as 
much  as  the  high-priced  farms  in  the  West,  and  are  infinitely 
better  situated  as  to  markets,  social  and  educational  advantages." 

What  is  said  of  New  York  may  be  said  in  a  degree  of  New 
England.  Massachusetts,  for  instance,  has  141,000  acres  of  un- 
developed tillable  land,  and  about  1,000,000  acres  of  pasture  land 
which  are  unused. 

In  contrast  to  such  opportunities  is  the  so  obvious  need  they 
should  be  utilized.  The  most  crowded  districts  in  New  York  City 
had  over  407  persons  to  the  acre  when  the  last  census  was  taken. 
The  latest  figures  for  Boston  give  the  density  in  its  tenement 
quarter  of  no  less  than  427  persons  per  acre. 

The  above  facts  have  a  very  direct  and  immediate  bearing  upon 
the  prevention  of  the  causes  of  insanity,  as  we  shall  see  if  we  take 
into  consideration  the  distribution  of  the  insane  in  rural  and  urban 
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districts  for  even  a  limited  area.  The  report  of  the  Commission 
in  Lunacy  for  the  State  of  New  York  gives  21.9  per  cent  insane, 
first  admissions  October  i,  1907,  to  September  30,  1908,  as  drawn 
from  villages  and  rural  districts,  and  78.1  from  urban  districts. 
The  State  Board  of  Insanity  for  Massachusetts  reports  only  17.63 
per  cent  first  admissions  of  the  insane  October  i,  1908,  to  Septem- 
ber 30,  1909,  as  drawn  from  rural  districts,  and  states  that  there 
has  been  a  steady  decrease  in  the  percentage  of  the  insane  from 
the  rural  districts  for  the  last  four  years.  Maine  and  New  Hamp- 
shire also  show  a  similar  percentage  of  much  fewer  insane  from 
rural  than  from  urban  sections.  All  this  is  valuable  data,  for  we 
must  remember  that  it  is  comparatively  recently  that  any  general 
steps  have  been  taken  to  ascertain  definitely  the  proportion  drawn 
from  urban  and  rural  districts  respectively.  I  am  advised  by  the 
Director  of  the  Bureau  of  the  Census  at  Washington  that  no 
federal  statistics  have  been  collected  covering  this  point,  but  that 
this  defect  will  be  remedied  in  the  census  reports  for  1910. 

Realizing  as  we  do  the  part  that  the  exciting  and  exhausting  life 
in  cities  is  playing  in  the  production  of  neurotics,  we  must  heartily 
favor  some  movement  of  population  back  to  the  saner,  more 
healthful  conditions  of  country  life.  We  must  equally  favor  the 
multiplication  of  inducements  sufficient  to  retain  young  men  and 
women  in  the  smaller  towns,  if  not  in  the  country  itself,  for  too 
many  of  them  migrating  to  cities  undergo  physical  and  mental 
degeneration. 

There  are  many  other  phases  of  the  question  of  the  prevention 
of  the  causes  of  insanity  that  suggest  themselves,  among  others  the 
proper  mental  discipline  American  youth  lacks  but  urgently  needs, 
as  well  as  a  more  careful  supervision  of  and  provision  for  his 
physical  development.  Also  we  should  consider  measures  to  bring 
about  a  far  closer  relationship  than  now  exists  between  the  alienist 
and  the  average  medical  practitioner ;  a  better  balance  in  knowledge 
of  mental  diseases ;  larger  opportunities  for  the  medical  student  of 
to-day  to  study  mental  defects  and  to  learn  to  detect  incipient 
cases  of  insanity,  so  that  in  practice  he  may  recognize  them,  and 
advise  their  being  placed  in  sanitariums  or  elsewhere  under  con- 
stant supervision. 

A  great  step  in  advance  is  being  taken  in  the  movement,  now 
rapidly  gaining  in  favor,  to  establish  psychopathic  wards  and 
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pavilions  where  borderland  cases  can  be  brought  under  observation 
without  alarming  the  sensibilities  of  patient  or  family^  and  without 
prejudice  to  the  welfare  of  the  individual  or  the  community.  The 
success  of  this  departure  from  older  methods  has  been  gratifying 
not  only  in  Germany,  France,  and  Italy,  but  also  this  side  of  the 
Atlantic  in  New  York,  Albany,  Toronto,  and,  indeed,  wherever 
it  has  been  tried.  It  is  a  fact  that  fully  50  per  cent  of  those  re- 
covering from  insanity  began  treatment  in  the  first  three  months 
of  the  disease.  Psychopathic  wards  established  in  connection  with 
general  hospitals  will  also  furnish  opportunities  for  the  instruction 
of  the  medical  profession,  both  graduates  and  undergraduates,  an 
instruction  heretofore  too  often  limited  to  very  occasional  visits 
to  insane  hospitals. 

In  bringing  this  paper  to  a  close,  I  will  but  summarize  a  few  of 
the  points  I  hope  may  have  been  emphasized.    Among  them  are : 

1.  Tendency  observable  to  expend  time,  labor  and  money  more 
upon  dealing  with  the  results  of  mental,  and  many  other  diseases, 
than  upon  their  prevention ;  and  the  wastefulness  and  danger  of 
pursuing  such  a  policy. 

2.  Seeming  connection  between  increasing  longevity  and  in- 
creasing insanity. 

3.  Increasing  importance  of  limiting  the  marriage  of  the  unfit. 

4.  Urgent  need  for  the  adoption  of  more  practical  measures 
for  the  lessening  of  the  production,  sale  and  consumption  of  alco- 
holic beverages. 

5.  Disproportion  of  foreign  to  native  born  insane,  and  the 
necessity  for  the  distribution  of  the  foreign  element  outside  cities. 

6.  Unappreciated  opportunities  offered  by  New  York  state 
and  New  England  for  the  health-preserving  life  of  the  country. 

7.  Obvious  necessity  for  the  more  rigid  exclusion  from  this 
country  of  defectives. 

8.  Good  results  obtainable  through  the  establishment  of  psycho- 
pathic wards. 

"  Our  national  health  is  physically  our  greatest  asset,"  wrote 
Theodore  Roosevelt.  "  To  prevent  any  possible  deterioration  of 
the  American  stock  should  be  a  national  ambition  ....  The 
preservation  of  national  vigor  should  be  a  matter  of  patriotism." 

In  these  sentiments  I  heartily  concur,  as  will  all  other  members 
of  the  medical  profession ;  but  they  and  we  know  that  before  the 
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primal  causes  of  mental  disease,  especially,  can  be  eradicated,  we 
must  have  to  supplement  our  increasing  eflForts,  the  practical 
co-operation  of  the  government  at  Washington,  the  power  of  the 
press  which  we  earnestly  bespeak  as  a  great  educational  force,  and 
the  sentiment  of  the  American  people,  which  will  never  crystallize 
effectively  in  deeds  until  suitably  enlightened  and  directed. 
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PSYCHOLOGY  OF  MORPHINISM. 
By  J.  E.  COURTNEY,  M.  D.,  Denver,  Colo. 

In  dealing  briefly  with  the  Psychology  of  Morphinism  I  am 
not  attempting  to  quote  authorities  in  support  of  opinions,  but 
am  depending  almost  wholly  upon  impressions  had  of  cases  which 
have  come  under  my  own  care.  Since  these  observations  must 
largely  coincide  with  those  of  others  working  in  similar  lines,  I 
shall  expect  personal  variations  in  view-point  and  deduction  to 
lend  whatever  of  interest  I  may  be  able  to  impart  to  the  subject. 

It  is,  I  am  sure,  an  observation  of  every  one  dealing  with 
these  cases  that  a  large  majority,  roughly  speaking,  three-quarters 
of  them,  have  some  nervous  instability  which  predisposes  them  to 
become  victims.  These  persons  may  not  always  be  in  this  par- 
ticular psychological  state,  but  when  they  are  the  condition 
might  with  but  little  stretch  of  imagination  be  called  pre-mor- 
phinism.  If  this  could  be  recognized,  it  might  save  many  a  person 
from  habituation.  An  analysis  of  this  condition,  a  definition  which 
shall  separate  such  a  pre-disposed  class  from  ordinary  people  is 
not  easy  to  make,  but  one  who  has  dealt  largely  with  these  cases 
can  easily  recognize  these  peculiarities  of  mental  attitude,  and  the 
histories  bring  out  these  facts,  and,  as  might  be  expected,  physical 
stigmata  will  often  be  found.  Such  persons  are  nervous,  poor  or 
irregular  sleepers,  morbidly  sensitive,  very  intolerant  of  pain. 
They  have  peculiarities  of  appetite,  unaccountable  freaks  to  eschew 
food  at  the  times  it  is  prepared  and  to  eat  ravenously  between 
meals  or  in  the  night;  they  are  subject  to  wide  fluctuations  of 
euphoria  and  psychalgia.  They  are  dissatisfied  with  life's  return 
to  them,  lacking  in  frankness,  solitary  in  prospective,  suspicious ; 
in  fact,  the  make-up  resembles  that  of  persons  who  become  afflicted 
with  the  affective  insanities,  in  whom  the  one  cause  seems  to 
have  been  a  bad  mental  habit.  This  attitude  of  mind  is  quite 
different  from  what  we  find  in  most  cases  of  alcoholism,  and  yet 
we  see  a  few  cases  in  which  alcoholism  and  morphinism  exist 
together,  or  morphine  has  supplanted  alcohol.  But  these  are  ad- 
vanced cases. 
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It  has  been  said  that  it  takes  about  three  weeks  of  constant  use 
of  morphine  to  create  an  habitue,  but  some  of  these  very  suscep- 
tible persons  may  become  such  from  one  hypodermic  of  the  drug. 
I  knew  of  one  instance  where  a  physician  made  an  habitue  of  his 
wife  shortly  after  marriage,  by  a  single  dose.  She  was  over- 
worked, was  neurasthenic  and  verging  on  bed-ridden  invalidism ; 
she  wept  and  tossed  at  night ;  he  gave  her  hypKxiermatically  a 
minute  dose  of  morphine ;  a  heaven  of  relief  opened  for  her,  and 
although  she  did  not  know  for  some  time  what  he  had  given  her, 
having  administered  one  dose,  he  had  to  repeat  it  and  for  nearly 
two  years  he  suffered  the  dreadful  secret  affliction  of  morphinism 
of  his  wife  which  he  had  initiated.  Refusing  to  be  treated, 
she  presented  an  instance  of  morphinism  unique  as  far  as  I  know, 
in  that  she  had  never  in  any  manner  administered  the  drug 
to  herself.  It  had  always  been  given  by  her  husband.  When  I 
first  heard  the  case,  I  was  disposed  to  criticise,  but  knowing  it 
fully,  it  was  one  to  pity  rather  than  blame.  The  peculiarities  of 
the  attitudes  of  the  victims  towards  attempts  at  their  cure,  not 
only  reveals  the  strange  psychology  of  their  affliction,  but  throws 
some  light  on  the  probability  of  permanence  of  cure.  Any  de- 
gree of  frankness,  honesty,  genuine  appreciation  of  efforts  in 
their  behalf  is  very  hopeful  as  to  ultimate  results,  as  opposed  to  the 
sulkiness,  balkiness,  opposition,  secretiveness  and  utter  failure 
of  appreciation  of  efforts  in  their  behalf,  so  often  met  in  advanced 
cases  and  so  often  indicating  an  unpromising  case.  Almost  with- 
out exception  the  morphinist  hestitates  to  be  treated,  that  is,  to 
give  himself  up  to  some  one  to  be  treated ;  he  will  not  burn  his 
ships ;  he  wants  a  loophole  of  escape.  He  is  anxious  enough 
to  be  treated  if  the  loophole  is  large  enough  to  see  his  way  out 
in  case  of  too  great  stress.  Many  curious  instances  arise  of  this 
hesitating,  this  drawing  back  from  yielding  themselves  up  to  be 
treated  after  their  minds  had  been  fully  made  up.  Some  will 
write,  telephone,  telegraph,  have  rooms  reserved,  make  all  ar- 
rangements to  go  to  the  sanitarium  to  be  treated,  even  start 
from  long  distance  and  return  home ;  even  reach  the  town,  but 
go  to  an  hotel  and  not  to  the  sanitarium  right  away,  perhaps  not 
at  all.  Or  they  will  go  to  a  sanitarium,  be  installed  in  a  room, 
but  pack  up  again,  being  frightened  by  the  nearness  of  their 
separation  from  the  enslaving  drug. 
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These  psychical  phases  of  morphinism  raise  the  question  of 
how  to  hold  such  cases ;  whether  to  accept  them  in  a  voluntary 
commitment  or  demand  a  regular  commitment,  as  in  lunacy  cases. 
In  only  a  limited  number  of  the  more  favorable  cases  is  the 
necessity  of  detention  and  treatment  recognized  by  the  sufferer 
for  any  length  of  time,  although  the  signature  to  a  paper  might  be 
obtained  by  persuasion.  I  am  convinced  that  some  form  of  com- 
mitment is  best  in  all  cases.  The  few  who  do  not  require  it  are 
exceptions  to  the  rule.  Nearly  everyone  will  flaunt  the  fact  that 
they  cannot  be  detained  by  force.  To  know  that  there  is  no 
escape  adds  more  than  anything  else  to  the  feeble  inhibition  of 
the  patient. 

There  are  difficulties  in  securing  commitment  in  most  states ; 
there  being  no  proceedings  to  take  except  under  the  insanity  laws. 
The  voluntary  commitment  is  as  yet  unsatisfactory.  In  some 
states  it  is  applicable  only  in  cases  so  compos  mentis  that  a  com- 
mitment could  not  be  had  under  a  charge  of  insanity.  Who  is 
to  decide  the  question?  It  is  left  largely  to  the  friends,  the 
patient,  and  to  the  establishment  offering  treatment,  the  latter 
being  liable  to  the  imputation  of  self-interest.  The  patient  seek- 
ing treatment  by  voluntary  commitment  ought  to  make  applica- 
tion in  writing  in  the  form  of  an  affidavit  with  a  near  relation  or 
friend  before  some  civil  magistrate  and  the  three  days  notice  in 
writing  which  releases  the  patient  ought  to  be  given  to  this  civil 
magistrate  and  not  directly  to  the  sanitarium.  As  it  is,  the 
management  of  a  sanitarium  is  expected  by  the  family  to  draw  up 
the  paper  of  voluntary  commitment,  explain  the  law  and  the  pur- 
pose to  the  patient  and  secure  the  patient's  signature.  This  cannot 
but  savor  of  self-interest  on  the  part  of  the  sanitariimi,  and 
especially  so  when  the  patient  demands  release  too  soon,  which 
is  very  apt  to  happen  in  these  cases.  The  patient  must  then  be 
reminded  of  the  three  days  notice  clause,  which  is  to  invite  the 
notice. 

The  freemasonry  of  morphinism  is  proverbial.  I  have  met 
instances  where  two  persons  were  habitues  together;  evidently 
finding  satisfaction  in  their  companionship  and  sympathy,  and 
they  sought  treatment  together.  I  also  knew  of  a  man  and  a 
woman  who  were  treated  at  the  same  time  for  morphinism.  They 
became  acquainted  and  were  married  as  soon  as  discharged  from 
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treatment ;  both  relapsed  and  after  a  short  honeymoon  of  mutual 
morphinism,  when  funds  ran  low,  the  man  committed  suicide. 

The  delusion  of  the  victim  that  he  can  treat  himself,  or  at 
least  can  be  treated  without  the  restriction  and  surveillance  of  an 
institution,  is  hard  to  break  down,  and  the  cause  of  much  delay, 
and  also  of  much  profit  to  the  mail  order  houses  selling  so-called 
"  home  cures."  One  of  the  most  notable  obsessions  is  to  crave  food 
and  diversion  at  night  when  others  are  asleep,  and  to  sleep  in  the 
day  time.  I  have  known  a  physician  of  wealth  who  had  someone 
walk  with  him  about  town  at  night,  who  would  also  tip  the  cook 
to  get  up  in  the  night  and  prepare  him  dishes  which  he  could 
not  have  been  induced  to  eat  in  the  day  time  or  when  prepared  for 
others. 

The  warden  of  a  jail  related  to  me  instances  where  a  newly 
formed  acquaintance  between  morphinists  resulted  in  the  one  who 
was  first  discharged  reappearing  at  the  jail  and  attempting  to  get 
morphine  in  to  his  fellow  morphinist,  although  he  declared  himself 
cured  and  denounced  the  habit. 

The  mortality  of  morphinism  is  heavy,  due  to  dyscrasia  caused 
by  the  obtunding  affect  on  metabolism  of  the  drug;  partly  also, 
by  a  weak  or  congenitally  imperfect  organism, — a  general  unfitness 
to  survive,  of  which  the  morphine  habit  was  a  manifestation. 

I  have  found  useful  an  arbitrary  division  of  morphinists  into 
constitutional  and  accidental,  meaning  by  constitutional,  those 
who  by  nervous  make-up  and  mental  habits  are  destined  to 
morphinism,  if  ever  subjected  to  its  effects,  and  by  accidental, 
those  who  become  morphinists  by  taking  the  drug  for  distinctly 
physical  suffering.  The  first  class  will  give  a  history  of  having 
begun  the  drug  for  relief  of  mental  exhaustion,  worry,  business 
and  domestic  trouble,  homesickness,  and  loneliness ;  the  last  for 
the  relief  of  actual  gall  or  kidney  stone,  hemicrania,  and  for  the 
relief  of  pain  before  and  following  surgical  operations.  The 
prospects  of  permanence  in  cure  are  much  better  in  the  latter  class  ; 
in  fact  it  is  excellent.  In  the  other  I  am  sure  that  three-quarters 
relapse. 

The  diminution  and  loss  of  altruism  and  ethical  sense  either 
caused  by  morphinism  or  a  sequence  of  it,  is  one  of  the  most 
disheartening  symptoms  to  family,  friends  and  physician.  The 
plausibility  and  sweet  reasonableness  of  many  of  them  deceive 
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the  novice  in  such  conditions  readily,  and  sometimes  the  experi- 
enced. Usually  these  deceptions  are  to  gain  liberty  to  get  the 
drug  and  to  reestablish  lost  confidence ;  but  sometimes  they  seem 
done  for  the  sake  of  deceiving  without  visible  purpose ;  just  to 
keep  up  their  ability  to  hoodwink  others.  Certainly  the  hardest 
task  in  the  cure  of  many  cases  is  to  re-establish  this  lost  morale. 
The  deliria  and  amnesias  of  morphinism  are  seen  resulting  from 
its  excessive  use,  and  may  occur  even  in  old  habitues,  but  these 
symptoms  are  more  commonly  seen  during  the  withdrawal  of  the 
drug.  The  acuteness  of  delirium  varies  widely  in  different  cases, 
and  is  quite  acute,  alarming,  and  dangerous  to  life  in  some. 
Its  visible  manifestations  are  strangely  alike  in  different  persons 
and  resemble  considerably  the  deliria  of  alcohol,  but  the  registry 
of  impressions  during  the  deliria  of  morphinism  is  much  better 
than  in  alcoholism.  Persons  after  morphine  delirium  will  recall 
and  remember  things  said  and  done  when  they  seemed  uncon- 
scious. 

The  automatic  states  of  morphinism  naturally  resemble  those 
of  alcoholism,  yet  differ  considerably.  I  believe  that  automatic 
acts  can  be  more  sustained,  more  purposive  and  more  elaborate 
than  in  alcoholism,  and  yet  be  entirely  without  the  bonds  of  rea- 
son and  beyond  the  will  to  control,  and  make  only  a  hazy  record 
on  the  brain.  This  has  raised  some  of  the  most  difficult  questions 
as  to  responsibility  in  criminal  acts  by  morphinists  which  can  come 
before  the  courts.  The  difficulty  is  increased  by  the  infre- 
quency  of  such  cases  and  the  great  lack  of  familiarity  with  them 
on  the  part  of  the  courts  and  juries,  as  compared  with  similar 
cases  where  alcoholic  automatis  and  amnesia  is  the  defense. 

There  occurred  here  the  case  of  a  woman  of  education  and 
refinement,  living  almost  in  affluence,  who  was  a  sufferer  from 
hysteria  and  later  a  morphinist.  She  bought  a  stick  of  dynamite ; 
stopped  the  electric  automobile  of  a  woman  of  wealth  who  was 
driving  alone  in  the  park ;  terrorized  her  into  going  to  the  school 
where  her  little  daughter  was,  and,  keeping  by  her  side,  made  her 
go  in  and  get  the  child  and  drive  to  the  bank.  Holding  the  child 
as  hostage  and  warning  the  mother  not  to  call  an  officer,  she 
ordered  her  to  get  $10,000.  The  mother  sent  the  bank  detective  out. 
The  stick  of  dynamite  was  thrown,  but  did  not  explode.  Expert 
testimony  at  the  trial  showed  that  it  would  not  explode  without 
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a  detonating  cap,  a  fact  of  which  the  morphinist  and  her  victim 
were  both  ignorant. 

The  successful  denouement  of  such  an  undertaking  was  not 
within  the  bounds  of  possibility.  The  logical  process,  the  memory 
of  the  acts  executed  were  all  so  far  from  sane  that  a  prolonged 
trial  was  had ;  the  defense  being  morphinism.  A  sentence  of  one 
year  imprisonment  was  imposed. 

In  chronic  and  advanced  cases  of  morphinism  the  ethical  sense 
and  altruism  are  broken  down ;  these  persons  become  inconceiv- 
ably selfish  and  deceitful.  They  demand  everything  and  return 
nothing ;  they  denounce  whoever  has  helped  them  if  the  help  falters 
under  their  unreasonable  demands.  Finally,  there  is  a  true  de- 
mentia of  morphinism ;  a  chronic  and  incurable  impairment  of 
mind,  neglect  of  person,  loss  of  sense  of  responsibility  to  any  one. 
It  is  in  this  stage  that  we  find  the  bulk  of  the  cases  coming  to  the 
magistrates'  and  police  courts,  doing  short  sentences  in  jail  for 
vagrancy  and  petit  larceny. 

It  cannot  be  very  long  before  our  States  will  surely  have  to 
provide  for  these  unfortunate  people  as  for  the  insane,  and  the 
interest  of  members  of  this  Association  on  the  subject  will 
become  more  and  more  acute. 


THE  GYNECOLOGICAL,  OBSTETRICAL  AND 
SURGICAL  ASPECTS  OF  PELLAGRA. 

A  Second  Report, 

By  ELEANORA  B.  SAUNDERS,  M.  D., 

Assistant  Physician,  State  Hospital  for  the  Insane,  Columbia,  S.  C. 

This  paper  is  a  continuation  of  a  study  (i)  which  was  pre- 
sented at  the  National  Conference  on  Pellagra  in  1909,  further 
experience,  observation  and  reading  having  proven  that  the  sub- 
ject is  worthy  of  deeper  and  broader  consideration  than  I  was  able 
to  give  it  in  the  preliminary  report. 

Granting  the  importance  of  many  new  views  upon  pellagra, 
yet  clinical  observations  made  long  ago  upon  the  disease  are  to-day 
being  verified  by  physicians  in  the  old  as  well  as  in  the  new  world. 
The  majority  of  writers  agree  that  more  women  than  men  are 
attacked  by  pellagra.  In  Europe  this  has  been  remarked  from 
the  time  of  Strambio  to  that  of  Babes  and  Sion  (2),  and  of  Merk 
(3),  and  our  limited  observations  in  the  United  States  are  to  the 
same  effect.  In  the  State  Hospital  in  South  Carolina,  about  75 
per  cent  of  the  cases  are  women;  in  a  group  of  259  pellagrins, 
there  were  white  females  72;  colored  females  127;  white  males 
48,  colored  males  12.  From  Alabama  Dr.  J.  T.  Searcy  has 
reported  a  total  of  227  cases:  white  men  6;  white  women  21; 
colored  men  66;  colored  women  144. 

According  to  Babes  and  Sion  (4),  in  1898  there  were  9,011  male 
and  12,261  female  pellagrins  in  Roumania;  while  in  Italy  in  1881 
there  were  56,615  pellagrous  men  (1.69%)  and  47,452  pellagrous 
women  (2.25%).  It  is  hardly  necessary  to  adduce  further 
statistics  to  the  same  effect.  In  general  the  female  sex  suffers 
more  from  pellagra  and  also  furnishes  proportionately  a  higher 
mortality  than  does  the  male  sex. 

It  is  common  to  see  in  a  given  case,  one  train  of  symptoms 
predominate  at  one  time,  and  subsequently  either  disappear  alto- 
gether or  give  place  to  a  different  disease  picture.  The  symptoms 
may  thus  be  seen  to  vary  with  the  season  of  the  year,  and  in 
different  years,  that  is,  with  the  several  progressive  recrudescences 


290        PELLAGRA — GYNECOLOGICAL,  OBSTETRICAL  AND  SURGICAL. 

of  the  disease  in  the  same  case.  This  seasonal  variation  is 
observed  in  new  as  well  as  in  old  cases. 

There  are  symptoms  which  appear  with  comparative  infre- 
quency,  and  others  which  are  almost  always  present.  In  the 
difficult,  doubtful  cases,  we  must  search  for  pathognomic  symp- 
toms. 

Systematic  examination  of  my  cases  has  shown  the  constant 
presence  of  congestion  and  intense  redness  of  the  vulva  which  is 
always  relatively  more  severe  than  that  of  the  buccal  and  other 
mucous  membranes.  This  condition  is  variable  but  is  most  exten- 
sive in  the  "  wet "  or  gangrenous  cases  where  the  skin  as  well 
as  the  mucous  membranes  are  severely  implicated. 

Merk  says  (5)  this  hyperemia  may  reach  sideways  about  as  far 
as  the  lines  where  the  buttocks  are  accustomed  to  touch  each 
other  and  just  as  far  in  the  sacral  and  perineal  region.  It  has  a 
strict  demarcation  from  the  rest  of  the  skin  but  is  not  distinctly 
separated  from  the  mucous  membrane  of  the  anus. 

In  making  a  diagnosis  of  pellagra,  Merk  considers  it  insufficient 
to  inspect  only  the  backs  of  the  hands  and  the  unprotected  parts 
of  the  body.  He  therefore  urges  thorough  examination  of  the 
entire  body  including  the  genitalia.  Indeed,  he  believes  that  the 
vaginal  symptoms  may  exist  in  pellagrous  women  in  whom  there 
is  no  skin  eruption.  Oral  complications  while  usually  highly  im- 
portant, may  also  not  be  present  in  these  cases. 

During  the  last  year  a  very  large  proportion  of  the  cases  I  have 
seen  belong  to  the  dry  type,  but  all  show  vulvar  and  vaginal  or 
uterine  complications.  I  believe  this  observation  is  verified  by 
other  physicians.  Such  cases  have  been  reported  from  Massachus- 
setts,  Tennessee,  New  York,  South  Carolina,  Egypt,  Roumania, 
France,  Austria,  and  Algiers  as  well  as  from  Italy.  Merk  empha- 
sizes the  need  of  care  in  watching  for  vulvar  signs  and  reports  a 
case  in  which  there  was  a  doughy,  dry  feeling  in  the  mouth,  and 
an  erythema  of  the  vulva.  Later  this  case  developed  diarrhea 
and  at  the  same  time  an  erythema  on  the  backs  of  the  hands. 

The  erythema  of  the  vulva  extends  to  the  mucous  membrane  of 
the  vagina,  which  becomes  intensely  hyperemic  and  often  excretes 
a  leucorrheal  discharge.  The  cervix  of  the  uterus  is  always  con- 
gested as  is  also  the  urinary  meatus.  Blood  is  often  seen  oozing 
from  the  external  surface  of  the  cervix;  that  is,  distinctly  not 
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from  the  uterine  cavity.  Naturally  pain  accompanies  this  symp- 
tom. 

Dr.  Clara  P.  Fitzgerald,  of  Worcester,  Mass.,  reports  (6),  a 
case  with  sharp  pain  in  the  pelvis  and  hemorrhage  and  vaginal 
discharge  which  continued  from  the  first  examination  made  in 
April  until  the  death  of  the  patient  in  July.  Many  cases  come 
to  us  with  a  history  upon  admission  of  profuse  uterine  hemorrhage 
which  soon  ceases  under  treatment.  With  convalescence,  menstru- 
ation becomes  normal  again. 

Of  the  interesting  phenomena  presented  by  some  of  my  cases, 

I  may  cite : 

Mrs.  J.  40  years  of  age.  Brunette.  An  inebriate.  For  eight  months 
before  admission  the  menses  were  irregular,  being  scant  at  times  and  again 
profuse.  After  several  attacks  of  menorrhagia  she  at  last  did  not  recuper- 
ate. She  had  severe  diarrhea  and  the  pellagrous  eruption  appeared.  She 
became  cachectic  from  hemorrhage  and  diarrhea,  and  passed  into 
manic-depressive  insanity.  The  menorrhagia  was  intermittent  but  ceased 
when  the  diarrhea  and  eruption  disappeared.  Finally  she  recovered,  after 
ID  months  of  asylum  care. 

Many  cases  suffer  from  subjective  sensations,  suggestive  of 
uterine  inflammation  or  displacement  which  careful  examination 
fails  to  establish. 

Cases  in  the  initial  stage  of  pellagra  sometimes  develop  symp- 
toms of  uterine  cancer.  In  two  recent  patients  there  were  among 
the  very  early  symptoms  hemorrhage,  foul  discharge  and  pain. 
One  case  was  unusual  in  that  her  attacks  were  three  years  apart, 
and  only  during  her  exacerbations  of  pellagra  were  uterine  symp- 
toms present.  Examination  disclosed  no  malignancy,  but  only 
the  usual  hyperemia.  Recovery  from  pellagra  in  these  cases  is 
usually  followed  by  a  clearing  up  of  other  symptoms  also. 

Mrs.  W.  Age  Z7  years.  Brunette.  One  child.  Had  a  severe  attack 
of  pellagra  several  years  before  the  last  one.  Was  sent  to  a  hospital  in 
an  adjoining  state  where  the  "  symptoms  of  cancer,"  hemorrhage,  pain 
and  foul  discharge  were  noted.  Operation  was  advised  for  the  relief  of 
mental  and  other  symptoms,  but  surgery  was  not  done  because,  as  the 
sj-mptoms  of  pellagra  improved,  the  hemorrhage,  foul  discharge  and  pain 
ceased,  thus  removing  the  signs  of  "  cancer,"  for  which  the  operation 
had  been  recommended.  She  was  well,  as  already  noted,  for  a  period  of 
three  years  when  the  pellagra  returned  with  the  symptoms  of  "  malignancy  " 
also.  She  was  admitted  to  South  Carolina  Hospital  for  the  Insane  in 
1910,  a  typical  case,  of  pellagra  with  uterine  hemorrhage,  foul  discharge  and 
pain.  Careful  examination  excluded  cancer,  but  the  case  was  rapidly  fatal, 
with  the  symptoms  of  typhoid  pellagra. 
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Mrs.  H.  Widow.  Age  43  years.  Brunette.  Opium  habitue.  Two 
grown  children.  Several  previous  attacks  of  pellagra  and  in  each  attack 
while  the  eruption  was  at  its  acme,  the  symptomatology  of  cancer  of 
uterus  was  present,  and  such  diagnosis  was  made.  There  were  hemor- 
rhage, foul  discharge,  and  aggravated  pruritus  vulvae  with  the  burning 
hands  and  feet  of  pellagra.  Upon  admission  these  symptoms  with  a  pro- 
found cachexia  suggested  cancer,  but  examination  showed  the  previous 
diagnosis  to  be  erroneous.  All  physical  symptoms  disappeared  gradually 
as  the  eruption  and  other  pellagrous  signs  improved.  Her  mental  and 
physical  condition  are  now  so  much  better  that  the  patient  has  been  taken 
home  much  improved,  although  a  relapse  seems  inevitable. 

In  some  patients  there  is  an  appearance  of  pellagrous  symptoms 
with  each  pregnancy  and  during  lactation.  Strambio,  writing 
about  1790,  reported  cases  in  which  pellagra  occurred  during 
gestation  only. 

In  one  of  my  cases,  Mrs.  A,  the  symptoms  appeared  only  during  preg- 
nancy. In  three  of  her  ten  pregnancies  she  had  signs  of  pellagra  with  the 
same  symptomatology.  She  showed  the  objective  stigmata  only  at  this 
time.  Her  earliest  attack  was  about  1900.  After  the  last  attack  she  was 
admitted  to  our  hospital  on  account  of  her  mental  condition.  She  had 
marked  cachexia,  eruption  on  hands,  feet  and  perineal  region,  diarrhea, 
stomatitis  and  severe  vaginal  bleeding.  She  died  soon  after  admission  from 
exhaustion. 

Dr.  H,  B.  Williams  of  Honea  Path,  S.  C,  has  told  me  of  a 
case  in  a  pregnant  woman,  with  a  very  severe  sore  mouth,  includ- 
ing red  tongue  and  ulcers,  as  well  as  the  pellagrous  dermatitis. 
After  premature  delivery  of  a  macerated  fetus,  she  immediately 
recovered  from  all  of  her  pellagrous  symptoms. 

A  second  case  of  Dr.  Williams's  had  stomatitis  and  diarrhea, 
and,  becoming  pregnant,  miscarried  within  one  month  after  the 
appearance  of  pellagra,  which  in  turn  was  relieved  after  the  mis- 
carriage. 

The  more  we  study  pellagra  the  more  we  recognize  the  import- 
ance of  a  predisposition  to  the  disease.  In  other  words,  a  person 
in  health  seems  to  be  capable  of  resisting  the  unknown  toxin,  but 
unquestionably  the  insane,  alcoholics,  and  other  inebriates,  cases 
of  thyroidism,  syphilis,  tuberculosis  and  multiple  pregnancy — 
in  fact,  all  conditions  which  weaken  the  natural  resistance  to 
disease,  seem  to  invite  pellagra.  Pellagra  also  seems  to  become 
engrafted  on  cases  of  ill  health  due  to  lacerations  of  cervix  and 
perineum.    These  conditions  cause  much  discomfort,  pain,  depres- 
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sion,  and  later  exhaustion  with  a  lack  of  resistance,  and  then 
pellagra  develops.  I  have  had  two  cases  who  after  suffering  for 
years  from  very  severe  perineal  lacerations  with  attendant  ill 
health,  finally  developed  pellagrous  insanity  and  were  committed. 
After  the  disappearance  of  all  outward  symptoms,  however,  the 
pelvic  discomfort  and  mental  symptoms  persisted  until  operation. 

Mrs.  R.  Young  married  woman.  No  children.  Two  miscarriages. 
Developed  pellagra  with  chorea.  Admitted  to  hospital  immediately  after 
miscarriage  with  pellagra,  and  after  five  months  treatment  she  recovered 
and  went  home.  Becoming  pregnant  again  she  was  returned  to  the  in- 
stitution. The  symptoms  of  pellagra  and  chorea  soon  returned.  After 
a  miscarriage  her  choreic  movements  improved  rapidly  but  the  other 
symptoms  of  pellagra  have  persisted. 

A  most  interesting  and  striking  phenomenon  of  pellagra  comes 
on  as  a  "  crisis  "  spasm  or  paroxysm  of  pain.  I  have  observed 
gastric,  hepatic,  appendicular,  ovarian  and  uterine  attacks  of  this 
nature,  and  I  suspect  the  existence  of  cardiac  spasms  suggesting 
angina  pectoris.  It  appears  that  these  "  crises  "  may  affect  differ- 
ent organs  at  varying  intervals. 

The  appendicular  spasms  are  frequent.  There  is  usually  pain 
and  nausea,  but  no  temperature.  These  attacks  may  recur  or  not. 
One  case  was  watched  for  over  a  year  without  relapse  after  signs 
of  pellagra  had  disappeared.  A  case  has  been  reported  to  me  of 
a  white  man,  who  underwent  after  repeated  attacks  of  abdominal 
pain,  an  operation  for  appendicitis,  but  the  appendix  showed  no 
pathological  change.  A  few  days  afterwards,  he  developed  the 
characteristic  eruption  and  diarrhea  of  pellagra,  so  that  he  himself 
was  among  the  first  to  suspect  that  disease. 

In  pellagra  ovarian  spasms  are  frequent  with  or  without 
structural  change  in  the  ovaries.  There  is  never  a  rise  of  tem- 
perature in  any  of  these  cases. 

Two  cases  are  herewith  reported : 

Mrs.  W.  34  years  of  age.  Blond.  One  child.  Mill  operative.  History 
of  prolonged  ill  health,  finally  severe  abdominal  pain  for  which  the  diag- 
nosis of  appendicitis  was  made.  Operation  followed  without  relief.  Then 
an  operation  for  suspected  ovarian  involvement  was  performed.  Finally 
one  for  suspected  gall  stones.  These  three  operations,  at  the  hands  of  a 
persistent  surgeon,  followed  in  rapid  succession,  but  frequent  paroxysms 
of  pain  continued.  Upon  admission  to  the  asylum,  she  was  depressed, 
weak,   spastic,   had    diarrhea,   and   presented   the   characteristic   eruption. 
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Several  of  these  "crises"   of  abdominal   pain  have  occurred  since  her 
entrance.     She  has  improved  slowly  but  still  has  troublesome  diarrhea. 

Mrs.  P.  Blond.  Age  32  years.  In  the  spring  of  1910  she  presented  a 
typical  case  of  pellagra.  Mental  symptoms  appeared  late.  Upon  admission 
she  had  eruption,  insatiable  appetite  and  thirst,  was  despondent,  declined 
rapidly,  and  had  paretic  symptoms;  she  also  suffered  from  amenorrhea. 
She  imagined  herself  pregnant,  examination  disclosed  great  lacerations  of 
perineum,  cystocele,  rectocele,  ventral  hernia,  all  of  long  standing.  About 
five  months  after  admission  she  had  a  uterine  "  crisis,"  the  pains  being 
typical  of  labor,  with  more  or  less  intensity,  and  lasted,  in  spite  of  large 
doses  of  morphine,  for  three  hours.  She  had  no  discharge  during  the 
attack,  and  has  not  menstruated  since  admission.  For  sometime  after- 
wards she  insisted  that  she  had  been  delivered  of  a  child  and  expressed 
great  anxiety  for  its  safety.  After  ten  months,  though  much  improved, 
she  was  removed  against  advice. 

As  evidence  of  the  views  held  by  unprejudiced  practitioners 
in  South  Carolina,  who  have  not  the  pellagraphobic  bias  of  our 
asylum  doctors,  I  beg  to  epitomize  an  application  for  the  admission 
of  a  patient,  which  was  received  June  14,  191 1,  as  my  paper  was 
being  typewrtten  for  this  occasion. 

M.  C.  38  years  old.  Married  with  one  child,  14  years  of  age.  Of  cheer- 
ful and  frank  disposition,  quiet  and  industrous  habits.  Father  and  sister 
insane;  father  died  of  tuberculosis.  First  attack  of  two  weeks'  duration, 
with  increasing  symptoms.  Is  depressed,  with  delusions,  hallucinations 
and  choreiform  movements.  Imagines  she  gave  birth  to  a  still-born  child. 
Has  womb  troubles  with  symptoms  of  pellagra.  Physicians'  certificate: 
"  Has  delusions  as  to  the  birth  of  a  still-born  child  for  which  she  was 
hunting  in  bed  clothing.     Wild,  anemic  and  poorly  nourished." 

The  early  symptoms  of  pellagra  may  be  so  severe  as  to  empha- 
size the  surgical  aspects  of  the  disease,  so  that  the  surgeon  may 
likely  overlook  the  real  cause,  as  in  some  of  the  cases  cited  above. 
But  there  are  cases  occurring  in  which  these  symptoms  are  accom- 
panied by  other  premonitory  symptoms  which  should  put  him 
on  his  guard  for  the  possible  presence  of  pellagra. 

Mrs.  L.  Blond.  31  years  of  age.  Several  miscarriages.  No  living 
children.  Of  a  rather  despondent  disposition,  and  of  nervous  temperament. 
Ill  health  for  a  long  time  with  menstrual  irregularity.  An  ovariotomy 
was  done  for  the  relief  of  mental  depression  and  pelvic  distress.  Mental 
symptoms  grew  alarming  and  she  was  committed  to  the  hospital.  In  a 
few  days  her  hands  became  red  and  broke  out  with  very  large  blebs,  fol- 
lowed by  exfoliation.  She  was  untidy,  had  diarrhea,  was  confused  and 
later  became  emotional.  Retardation  in  speech  and  action  was  marked. 
Slow  improvement  followed  upon  months  of  illness. 
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Mrs,  D.  27  years  of  age.  Blond.  Three  children.  For  several  years 
there  was  a  history  of  ill  health,  irregular  and  painful  menstruation.  She 
suffered  from  diarrhea,  was  depressed  and  languid  for  some  time.  Finally 
an  ovariotomy  was  done  for  her  menstrual  irregularities  and  depression. 
Upon  admission  to  hospital  soon  afterwards  she  was  dirty,  unkempt,  dull, 
listless,  of  sallow  complexion  and  showed  retardation.  Hallucinations 
of  hearing  were  present  for  a  short  time.  Hands  and  feet  were  harsh, 
dry  and  exfoliating.  Had  diarrhea.  Swelling  of  both  parotids,  one  of 
which  suppurated.     She  recovered  after  a  long  illness. 

In  my  experience  inflammation  of  parotids  is  usually  an 
unfavorable  symptom. 

I  have  observed  a  delay  in  the  appearance  of  puberty  as  shown 
by  a  lack  of  growth  of  hair  on  certain  parts  of  the  body,  asso- 
ciated with  retardation  in  menstruation.  Furthermore,  these 
people  are,  according  to  Merk,  small,  anemic,  undeveloped.  The 
children  of  pellagrins  are  less  sound,  and  less  resistant  than  others 
and  show  other  signs  of  degeneration. 

Because  of  the  now  well  recognized  variations  of  pellagra  in 
different  localities,  I  have  corresponded  with  several  observers 
at  remote  points  and  beg  to  include  their  views  also  upon  the 
special  subjects  of  this  paper. 

Dr.  J.  W.  Mobley,  of  the  Georgia  State  Sanitarium,  notes  that 
there  is  a  decided  tendency  to  amenorrhea  and  about  15  to  20  per 
cent  have  the  rash  about  the  genitals. 

Dr.  J.  T.  Searcy,  Superintendent  of  the  Alabama  Insane  Hos- 
pitals, writes  that  while  they  have  no  statistics  upon  the  several 
topics  under  discussion,  yet  there  is  a  general  opinion  among  the 
physicians  in  charge  that  in  those  cases  where  the  skin  affection 
extends  to  the  anal  and  vulvar  regions,  there  is  also  some  vaginitis 
and  sometimes  symptoms  of  the  uterine  inflammation.  All  the 
mucous  surfaces  seem  involved  in  the  general  diffused  redness  in 
the  worst  cases.  Male  patients  exhibit  no  particular  symptoms 
about  the  genitals. 

To  Dr.  John  Warnock,  Medical  Superintendent  of  the  Govern- 
ment Hospital  for  the  Insane  at  Abbassia,  Cairo,  Egypt,  I  am 
greatly  indebted  for  these  comments : 

The  obstetrical  relations  of  pellagra  do  not  come  within  our  notice, 
as  pregnant  women  are  rarely  sent  to  the  asylum. 

The  gynecological  relations  of  the  disease  have  not  been  studied  here; 
and  dealing  with  uneducated  native  women,  insane  and  without  relatives, 
little  reliable  information  can  be  obtained.    The  uneducated  native  female 
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Staff  here  notice  very  little,  but  speaking  generally,  we  have  not  noticed 
uterine  disorders  to  be  specially  common  among  the  pellagrous. 

Seldom  do  we  receive  single  women  suffering  from  pellagra.  Egyptian 
girls  marry  at  about  14,  and  patients  under  that  age  are  seldom  so  un- 
manageably insane  as  to  require  asylum  treatment. 

Amenorrhea  is  common  in  all  acute  insanity,  and  its  occurrence  in 
pellagrous  women  would  not  be  noticed  as  extraordinary. 

Young  pellagrins  remain  undeveloped  generally,  small  and  childish  for 
age,  and  growth  of  hair  is  retarded. 

Intestinal  disorders,  diarrhea,  etc.,  are  common. 

Some  pellagrins  have  delusions  relating  to  genital  organs,  e.  g.,  as 
to  "  impotence  caused  by  sorcery,"  a  delusion  common  to  other  forms  of 
insanity  in  Egypt. 

Dr.  G.  F.  Gaumer,  of  Yucatan,  Mexico,  has  sent  these  inter- 
esting answers  to  my  inquiries : 

Amenorrhea  is  a  condition  which  affects  many  young  women  in  Yuca- 
tan, and  although  not  all  cases  are  pellagric,  yet  a  large  proportion  of 
pellagrins  have  amenorrhea. 

Multiparse  suffering  from  pellagra  are  generally  afflicted  with  irregular 
menstruation  which  at  times  becomes  profuse,  though  this  condition  often 
comes  from  relaxation  due  to  climate. 

While  the  catamenia,  properly  speaking,  may  not  always  be  abnormal, 
yet  the  psychological  conditions  that  exist  during  that  period  are  generally 
abnormal.  I  would  call  the  condition  a  pellagric  hysteria,  being  peculiar 
to  such  cases  which  always  go  on  to  the  more  advanced  stages  of  lunacy 
and  dementia  as  the  disease  advances. 

I  have  never  seen  a  case  of  so-called  uterine  cancer  that  I  would  attribute 
to  a  pellagric  origin. 

I  have  not  noticed  any  women  with  old  lacerations  of  the  perineum 
and  cervix  and  who  later  developed  pellagra,  though  I  do  know  of  pellag- 
ric women  who  have  lacerations  of  the  perineum  and  cervix,  which  condi- 
tions are  very  difficult  and  not  infrequently  impossible  to  control.  In  such 
cases  pellagra  generally  runs  a  more  rapid  course.  The  symptoms  in  male 
pellagrins  are  oftener  epidermal  than  organic,  and  erythema  and  squama 
are  often  present,  the  former  in  the  earlier  and  the  latter  in  the  more 
advanced  stages  of  the  disease.  Development  is  often  retarded  in  young 
male  pellagrins. 

In  men  it  often  happens  that  intimacy  with  the  opposite  sex  becomes 
repugnant  and  even  a  fetich,  the  male  always  pictures  to  himself  all  sorts 
of  evils  that  might  befall  him  from  such  an  intimacy. 

As  to  the  gynecological  aspects  of  pellagra,  I  might  add  to  what  I  have 
already  said,  that  in  the  latter  days  of  pregnancy  if  the  woman  suffering 
from  pellagra  reaches  that  stage,  all  her  old  superstitions  (and  they  are 
many)  come  vividly  to  her  mind,  which,  being  diseased,  makes  her  see 
through  her  mental  kaleidoscope  all  of  the  many  evils  that  must  befall 
her;  thus  through  her  mental  sufferings,  her  real,  though  premature,  ones 
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begin  to  torment  her  until  by  the  time  that  her  labor  pains  ought  to  begin, 
she  is  so  exhausted  that  she  is  unable  to  assist  or  even  to  endure  the  real 
pains  of  labor;  consequently  the  labor  is  retarded,  the  fetus  dies,  and  the 
accoucheur  is  obliged  to  remove  the  same  by  forceps  or  by  dissection, 
either  of  which  leaves  the  patient  in  a  bad  condition  for  recovery. 

As  to  the  surgical  aspects  of  pellagra,  I  should  say  that  all  surgical  opera- 
tions are  more  intractable  and  recovery  much  slower  than  in  non-pellagric 
cases  of  the  same  magnitude.  Surgical  wounds  are  prone  to  assume  one 
or  other  of  two  conditions :  either  there  is  a  dry  scaly  scab  formed  under 
which  the  healing  process  goes  on  slowly,  or  a  spongy  (proud)  flesh  is 
formed  which  resists  all  attempts  at  cicatrization  and  often  remains  in 
that  condition  for  many  months. 

While  pellagra  is  more  prevalent  in  women,  men  also  suffer 
from  it,  and  cases  of  appendicular  and  gastric  crises  in  men  are 
recorded.  One  male  pellagrin  with  very  marked  stomach  symp- 
toms had  a  diagnosis  of  cancer,  which  an  exploratory  operation 
failed  to  confirm. 

Merk  notes  that  the  reproductive  organs  of  men  are  invaded. 
One  of  his  cases  "  had  an  erythema  on  knees,  elbows,  and 
scrotum."  The  extremely  interesting  localization  on  both  sides 
of  the  raphe  of  the  under  portion,  with  a  sharply  defined  serrate 
edge,  took  the  form  of  an  oval  almost  exactly  symmetrical. 
Some  male  pellagrins  complain  of  heaviness  and  cold  in  the  groin. 
Others  complain  of  retraction  of  penis,  or  again  a  sensation  of 
painful  heaviness  in  the  testicles,  which  are  atrophied. 

Conclusions. — Women  are  more  liable  to  pellagra  than  men  in 
the  proportion  of  75  per  cent. 

Symptoms  vary  with  the  seasons  of  the  year,  and  exacerbations 
in  different  cases. 

Congestion  and  erythema  of  the  vulva  and  vagina  are  almost 
always  seen  in  pellagra  and  may  be  present  before  skin  or  intes- 
tinal symptoms.  These  g>'necological  conditions  are  regarded  by 
Merk  as  diagnostic. 

Subjective  sensations  of  uterine  inflammation  or  displacement 
are  experienced  by  some  female  pellagrins,  which  gynecological 
examinations  fail  to  confirm. 

In  making  the  diagnosis  of  pellagra  in  women,  especially  in 
suspected  cases,  the  examination  should  not  be  considered  com- 
plete unless  it  is  also  g\'necological. 

Symptoms  suggesting  cancer  may  be  present  and  need  care  in 
differentiation.     Pregnancy  and  lactation  modify  or  change  the 
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course  of  pellagra.  Many  pregnant  pellagrins  abort  soon  after 
pellagra  sets  in. 

A  person  in  good  health  may  resist  the  disease,  but  the  insane, 
alcoholics,  cases  of  thyroidism,  syphilis,  and  tuberculosis,  as  well 
as  ill  health  due  to  laceration  of  perineum  and  cervix  are  less 
resistive  and  usually  succumb  more  rapidly  to  the  disease. 

Complexion  may  probably  also  play  its  part  in  pellagra,  since 
in  the  white  race  blonds  seem  more  predisposed  to  the  disease  than 
brunettes,  and  with  the  negro,  mulattoes  are  probably  more  sub- 
ject to  it  than  full  blooded  Africans.  Raubitschek's  theories  and 
experiments  (7)  with  albino  animals  seem  to  connotate  with  such 
observations. 

The  surgical  symptoms  which  call  for  intervention  may  be 
among  the  early  signs  and  the  accompanying  symptoms  may  be 
overlooked. 

Visceral  "  crises  "  occur.  The  hepatic,  uterine,  gastric,  appendi- 
cular and  ovarian  are  most  frequent.  These  exacerbations  or 
paroxysms  recur  during  the  course  of  pellagra  and  do  not  appear 
during  the  quiescent  periods  of  the  disease. 

The  possibility  of  sudden  death  from  cardiac  "  crisis  "  should 
not  be  lost  sight  of. 

In  young  pellagrins  there  is  a  delay  of  puberty  and  the  children 
of  pellagrins  may  be  less  strong  and  show  other  signs  of  degenera- 
tion. 

Although  women  suffer  to  a  greater  extent  than  men,  male 
pellagrins  show  symptoms  of  crises  (gastric  and  appendicular), 
and  have  symptoms  relative  to  reproductive  organs   (Merk). 
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HOW  LONG  HAS  PELLAGRA  EXISTED  IN  SOUTH 
CAROLINA? 

A  Study  of  Local  Medical  History. 

By  J.  W.  BABCOCK,  M.  D., 

Physician  and  Superintendent,  State  Hospital  for  the  Insane, 
Columbia,  S.  C. 

Introduction. — This  is  a  presentation  of  recorded  facts,  so  far  as 
they  are  available.  Records  bearing  on  the  subject,  however,  are 
few  and  isolated,  and  where  they  are  wanting  or  connecting-links 
are  entirely  missing,  for  collateral  evidence  recourse  has  been  had 
to  recollections  and  traditions,  and  finally  even  to  judgments  and 
inferences — confessedly  not  reliable  guides  either  in  medicine  or  in 
history. 

My  chief  sources  of  information,  however,  have  been  the  written 
records  in  the  case-books  of  the  South  Carolina  Hospital  for  the 
Insane,  and  the  printed  annual  reports  of  its  physicians.  Contrary 
to  expectation  the  most  important  and  striking  clinical  memoranda 
discovered  belong  notably  to  the  earliest  or  ante-bellum  period  of 
the  history  of  the  asylum.  Unfortunately,  these  data  are  for  the 
most  part  very  brief,  and  many  lacunae  exist,  thus  necessitating 
the  introduction  of  a  number  of  separate  details  to  produce  a  com- 
posite picture. 

In  carrying  on  my  investigations  I  have  conferred  both  with 
officials  who  have  long  had  charge  of  our  patients  and  with 
general  practitioners.  When  inferences  have  been  used,  I  have 
consulted  pellagrologists  of  presumably  unprejudiced  mind,  and 
have  included  their  valued  opinions. 

Certain  parallels  in  the  history  of  pellagra,  in  this  and  other 
countries,  have  been  drawn,  and  experiences  in  adjoining  states 
have  been  cited  where  they  have  a  bearing  upon  local  conditions. 

In  reaching  conclusions  it  has  been  necessary  to  reject  former 
diagnoses  of  my  own  as  well  as  to  suggest  revision  of  those  of  other 
physicians,  including  my  distinguished  predecessors.  But,  so  far 
as  possible,  the  study  is  impersonal  and  has  been  made  in  the 
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interest  of  truth,  and  its  spirit  is  that  of  confession  and  explanation 
rather  than  of  adverse  criticism  or  reprehension. 

History. — In  our  State  Hospital,  pellagra  was  first  recognized, 
in  ignorance  of  any  previous  observation  of  the  disease  in  the 
United  States,  by  members  of  the  medical  staff  about  December  i, 

1907.  A  statement  of  these  observations  was  made  at  once,  orally 
to  officers  of  the  State  Board  of  Health,  and  on  December  30,  1907, 
a  preliminary  report  was  presented,  which  was  published  in  the 
28th  annual  report  of  that  Board  for  1907.  Our  report  was  also 
printed  soon  afterwards  in  the  Journal  of  the  South  Carolina 
Medical  Association  (Greenville,  1908,  IV,  64-76),  and  in  the 
American  Journal  of  Insanity  (Baltimore,  1908,  LXIV,  703- 
725).  Some  comment  was  made  upon  it  by  the  newspapers,  one 
of  the  first  being  the  Charleston  Nezvs  and  Courier  of  January  14, 

1908.  Such  dissemination  of  the  subject  at  last  attracted  attention. 
For  in  the  following  spring  and  summer,  although  not  a  little 
skepticism  prevailed  as  to  the  actual  existence  of  pellagra  in  our 
state  and  elsewhere  in  the  country,  and  although  it  was  the  object 
of  considerable  ridicule,  yet  a  number  of  cases  of  the  disease  were 
recognized  and  reported  in  South  Carolina,  as  well  as  in  other 
states.  The  disease  was  identified  with  Italian  pellagra  in  the 
summer  of  1908  by  two  South  Carolina  physicians. 

On  October  29,  1908,  our  State  Board  of  Health  held  a  well- 
attended  conference  on  pellagra  in  Columbia,  and  on  November  3 
and  4,  1909,  under  the  auspices  of  the  same  Board,  there  was  held 
a  National  Pellagra  Conference  in  the  same  place.  The  trans- 
actions of  this  meeting  proved  to  be  a  distinct  addition  to  the  litera- 
ture of  the  subject.  Since  then  annually  in  November  a  pellagra 
clinic  has  been  conducted  in  Columbia  by  the  State  Board  of  Health. 
These  meetings  have  served  to  stimulate  more  than  local  interest. 

Naturally,  among  the  many  questions  about  the  disease,  upon 
which  all  would  like  definite  information — at  least  historically  and 
statistically — are:  How  prevalent  is  pellagra?  and  How  long  has 
it  existed  in  South  Carolina  ? 

In  the  preliminary  report  of  1907,  nine  cases  of  supposed 
pellagra,  both  remote  and  recent,  were  described.  At  the  meeting  in 
1908,  Dr.  C.  F.  Williams,  the  state  health  officer,  announced  that  he 
had  received  269  replies  to  942  inquiries  sent  to  physicians  in  the 
state,  reporting  187  cases  of  the  disease.    In  1909,  after  a  care- 


,  -^     J.    W.    BABCOCK.  301 

ful  investigation,  Dr.  Williams  estimated  that  there  were  500  cases 
of  pellagra  in  South  Carolina.  The  report  of  the  Board  of  Health 
for  1 9 10  stated  that  between  500  and  800  cases  of  the  disease  had 
occurred  in  the  state  during  the  year. 

In  191 1,  Dr.  J.  A.  Hayne,  the  present  state  health  officer,  in 
response  to  1200  inquiries,  received  replies  from  250  physicians, 
placing  the  total  number  of  pellagrins  in  the  state  at  about  2100,  of 
whom  1000  were  under  treatment. 

A  very  brief  summary  of  pellagra  statistics  by  admissions  to  our 
hospital  is :  1907,  4  cases ;  1908,  42  cases,  or  7  per  cent  of  total 
admissions ;  1909,  92  cases,  or  15  per  cent  of  admissions ;  1910,  135 
cases,  or  20  per  cent,  and  in  191 1,  up  to  November  i,  162  cases,  or 
27.7  per  cent  of  admissions. 

These  statistics  apply  to  newly  admitted  cases.  In  addition  to 
these,  cases  of  pellagra  have  seemingly  developed  in  patients  long 
resident.  While  some  skepticism  about  the  existence  of  such  a 
disease  as  pellagra  still  persists  in  South  Carolina  and  elsewhere 
in  the  United  States,  its  presence  is  now  quite  generally  admitted 
in  36  states  besides  our  own. 

Such  statistics  as  those  cited  above  raise  the  perennial  question : 
Are  we  dealing  with  a  new  disease  in  epidemic  form,  or  have  we 
an  increasing  number  of  cases  of  a  disease  long  endemic  ? 

With  slowly  accumulated  information,  many  physicians  in  South 
Carolina  can  now  establish  on  retrospection  the  presence  of  pel- 
lagra in  their  practice,  at  least  a  decade  before  it  was  first  reported, 
although  the  right  diagnosis  had  not  been  made.  We  know,  how- 
ever, that  Dr.  H.  E.  McConnell,  of  Chester,  S.  C,  did  make  the 
correct  diagnosis  in  1903.  What  evidence  have  we  of  its  previous 
occurrence  ? 

Under  date  of  October  23, 1909,  Acting  Assistant  Surgeon  Sams, 
of  the  U.  S.  P.  H.  &  M.-H.  Service,  reported  from  Charleston  in 
the  Public  Health  Reports,  that "  Pellagra,  as  such,  has  but  recently 
been  recognized  in  this  city,  the  first  case  having  come  under  treat- 
ment in  March,  1908.  There  is  a  very  general  impression  among 
the  local  physicians  that  pellagra  has  existed  in  the  city  for  probably 
twenty  years  or  more,  and  been  incorrectly  diagnosed  as  *  eczema,' 
'  dysentery,'  '  intestinal  tuberculosis,'  etc.,  with  dementia  as  a  com- 
plication, or  the  reverse." 
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Besides  the  names  erroneously  applied  to  pellagra  as  quoted 
above  by  Dr.  Sams,  I  may  add  several  others :  "  syphilis," 
"  malaria,"  "  acute  delirium,"  "  hookworms,"  "  dermatitis  ex- 
foliativa," "  tuberculosis  of  the  skin,"  "  liver  spots,"  "  scurvy," 
"  neurasthenia,"  "  meningitis,"  "  nurses'  sore  mouth,"  "  sprue," 
"  meningo-encephalitis,"  "  neuritis,"  etc. 

In  answer  to  the  question :  If  pellagra  has  existed  in  this 
country  for  years,  why  has  it  not  been  recognized  ?  I  beg  to  present 
two  quotations : 

In  Spitzka's  Treatise  on  Insanity  (New  York,  1883,  pp.  124- 
125),  it  is  stated  that  ^'Pellagrous  insam-ity  will  not  be  discussed  in 
this  volume  as  it  does  not  occur  in  America,  and  it  is  limited  to 
such  countries  as  Italy,  where  maize  forms  a  staple  article  of  diet, 
and  where  the  disease  known  as  pellagra,  which  is  attributed  to  the 
living  on  spoiled  maize,  occurs  in  an  endemic  form." 

Osier  says  in  his  Practice  of  Medicine  (6th  edition,  1906,  p.  384), 
"  Pellagra  ....  occurs  extensively  in  parts  of  Italy,  in  the  south 
of  France,  and  in  Spain.  It  has  not  been  observed  in  the  United 
States." 

It  is  not  necessary  to  cite  at  this  time  other  equally  reliable 
writers  to  the  same  effect.  The  authorities  said  that  pellagra  did 
not  exist  in  this  country ;  therefore  it  was  not  looked  for  or,  if  sus- 
pected, a  tentative  diagnosis  was  given  up  out  of  respect  to 
"  authority."  A.  van  Harlingen,  the  Philadelphia  dermatologist, 
had  stated,  however,  in  1882  that  the  disease  was  likely  to  appear 
in  this  country  at  any  time. 

The  unpreparedness  of  the  American  medical  mind  to  recognize 
pellagra,  may  best  be  illustrated  by  my  citing  again  the  fact  that 
several  years  ago,  one  of  the  highest  authorities  on  diagnosis  in 
the  United  States,  while  visiting  in  South  Carolina,  rendered  the 
opinion  that  a  case  now  recognized  as  pellagra,  was  suffering  from 
"  glossitis."  The  recalling  of  such  opinions  may  not  be  flattering 
to  one's  diagnostic  acumen,  but  it  was  the  custom  in  Europe  also 
for  more  than  a  century  for  pellagra  to  be  misinterpreted  and  mis- 
named. 

We  may,  with  advantage,  recall  what  is  said  by  Babes  and  Sion 
upon  this  subject:  "It  is  probable  that  pellagra  appeared  in 
Europe  long  before  its  scientific  description.  It  was,  however, 
classed  with  other  different  forms  of  disease,  probably  with  various 
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skin  diseases,  with  diseases  in  general,  especially  with  chronic 
intestinal  and  nervous  diseases,  as  well  as  with  mental  diseases: 
especially  would  a  disease  with  the  very  changeable  symptoms  of 
pellagra  be  considered  as  a  manifestation  of  leprosy  and  scurvy." 

So  thorough  and  competent  a  student  of  the  literature  of  pellagra 
as  Sambon  has  this  to  say  relative  to  the  slowness  with  which  the 
disease  has  always  been  recognized.  "  An  important  reason  why 
pellagra  was  not  described  sooner,  is  that  it  was  confounded  with 
other  diseases,  such  as  eczema,  leprosy,  erAsipelas,  and  scurvy. 
Pujati,  who  first  established  the  presence  of  pellagra  in  Venetian 
territory  where  scurvy  was  common,  named  it  "  Alpine  Scurvy." 
Odoardi  retains  this  name  because,  he  says,  the  two  diseases  have  a 
common  cause,  produce  like  effects,  and  are  cured  by  the  same 
remedies.  Sartogo  (1791)  called  it  "Mountain  Scurvy,"  and 
Aldalli  (1791)  "  Scorbutic  Paralysis."  Other  writers  referred  to 
by  Sambon  have  noted  the  resemblance  of  and  alliance  between 
scurvy  and  pellagra.  It  is  important  to  bear  this  in  mind  in  con- 
nection with  clinical  reports  and  opinions  brought  out  further  on 
in  this  paper. 

The  variety  of  names  by  which  pellagra  was  called  in  Spain  and 
Italy  and  France,  is  i>aralleled  in  the  New  World.  For  years  before 
its  final  recognition  in  our  hospital,  the  colored  female  attendants 
used  to  speak  of  it  among  themselves  as  the  "  rough  skin  "  disease 
— a  repetition  of  the  pelle  agra  of  the  Italian  vulgate.  Its  supposed 
relationship  with  scurvy  when  it  was  called  "  Alpine  Scurvy  " 
around  Venice,  is  duplicated  by  the  recorded  opinions  of  early  and 
recent  physicians  in  our  hospital,  as  I  shall  show  later. 

At  the  pellagra  clinic  held  in  19 10,  a  physician  much  interested  in 
the  disease  asked  me  to  look  up  the  records  of  a  colored  woman 
whom  he  had  sent  to  the  hospital  some  years  previously,  as  he  was 
now  satisfied  she  had  pellagra.    This  is  what  I  found : 

Hospital  Case  No.  8990.  B.  B.,  colored  woman.  Admitted  Aug.  16, 
1899.  Age  36  years.  Married.  Native  and  resident  of  Marlboro  County. 
First  attack.  Duration  three  weeks  before  admission.  Menses  irregular. 
Physicians'  certificate :  "  Patient  has  attacks  of  an  hysterical  nature  and 
depression  over  pigmented  condition  of  skin."  Examination  on  admission: 
"  Of  stupid  appearance.  Pupils  normal ;  tongue  clean  and  dry ;  straight ; 
speech  incoherent;  nutrition  fair.  Heart  and  lungs  normal.  Some  cough. 
Temperature  98.4  degrees  F.  Pulse  98.  Respiration  14.  Weight  98 
pounds.     Sleep  disturbed.     Skin  of  hands  black  and  peeling  oflt.     Patient 
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has  a  chronic  diarrhea.  No  fever  generally.  Converses  sensibly  and'  is 
anxious  to  get  well  and  go  home."  Patient  failed  steadily,  and  after  a  hos- 
pital residence  of  three  and  a  half  months,  died.  Assigned  cause  of  death : 
"  Intestinal  tuberculosis."  On  November  5,  1910,  an  attendant  employed 
in  our  hospital  since  1897,  who  remembers  the  case,  as  it  was  one  of  the 
first  of  the  kind  she  saw,  recalls  these  facts  about  her:  "The  patient 
had  a  rough,  thick,  scaly,  dark-colored  rash  on  the  backs  of  her  hands. 
The  inflammation  was  also  around  her  mouth  and  upon  the  forehead. 
The  feet  were  black  and  scaly.  Her  diarrhea  was  very  bad.  Before  she 
died,  she  became  rigid  and  had  spasms." 

That  this  was  a  case  of  unrecognized  pellagra  there  can  now  be 
no  doubt. 

Following  up  this  suggestion,  I  have  gone  through  the  hospital 
case-books  of  the  last  decade  and  have  found  notes  also  made  by  Dr. 
Sarah  Campbell  Allan  on  other  patients  that  clearly  indicate  the 
presence  from  time  to  time  of  several  forms  of  pellagra  as  we  know 
it  to-day.  With  your  indulgence  I  will  cite  some  of  the  most 
noteworthy : 

No.  9081.  C.  S.,  colored  woman.  Resident  of  Beaufort  County.  Ad- 
mitted October  22,  1899.  "  The  patient  seems  quite  feeble ;  has  diarrhea, 
sore  mouth,  and  appears  to  have  been  salivated ;  cervical  glands  enlarged, 
irritating  vaginal  discharge,  excoriating  the  parts.  Probably  specific."  The 
patient  died  November  9,  1899,  the  assigned  cause  of  death  being  cerebral 
syphilis. 

No.  9277.  M.  S.  Colored  girl  from  Spartanburg,  aged  15  years.  Ad- 
mitted April  17,  1900,  and  died  the  following  October.  Became  bed-ridden 
and,  for  some  time  before  death,  "  had  a  bullous  eruption  all  over  the  body 
of  the  nature  of  pemphigus.  Assigned  cause  of  death  '  general  tubercu- 
losis.' " 

No.  9576.  F.  E.  White  woman,  aged  33  years.  Married.  Admitted 
December  2,  1900.  Died  of  "  general  tuberculosis "  after  a  hospital  resi- 
dence of  one  year  and  eleven  months.  It  is  noted  that  the  "  patient's  health 
has  been  poor  for  the  whole  time  of  her  stay.  She  had  several  carbuncles 
all  over  the  body  for  months,  and  was  treated  with  difficulty.  Had  fre- 
quent attacks  of  diarrhea  and  eczema  of  feet  and  legs,  from  dew  poison, 
and  was  emaciated  for  months." 

No,  10208.  N.  C.  White  woman.  Single.  25  years  old.  Admitted 
April  28,  1902,  The  patient  is  described  as  "profane,  suspicious,  suicidal. 
In  July  she  is  recorded  as  not  doing  well.  Hands  dry  and  brown.  Appre- 
hensive. Was  given  thyroid  extract,  gr.  v,  t.  i.  d.  November  24,  losing 
ground.  Bed-ridden,  depressed  and  apprehensive,  refused  nourishment 
and  became  emaciated.  Death  followed  a  series  of  muscular  spasms. 
Diagnosis :   Meningo-encephalitis." 
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No.  10224.  M.  A.  R.  White  woman.  Single.  Aged  59  years.  Ad- 
mitted May  I,  1902.  Described  as  melancholy.  Fears  that  she  will  kill 
her  children  and  threatens  to  get  into  the  well.  On  admission  was  restless 
and  noisy  at  night.  In  May,  1904,  she  is  reported  as  having  eczema  of  the 
hands  and  ha\'ing  failed  in  health  for  several  months,  died  from  intestinal 
tuberculosis. 

No.  1 1860.  E.  F.  M.  White  woman.  Married.  Aged  45  years.  Resi- 
dent of  Barnwell.  Admitted  June  20,  1905,  suflFering  from  acute  melan- 
cholia. This  patient  was  ill  upon  admission,  with  bowels  badly  deranged  and 
a  greenish  vaginal  discharge.  Her  bowels  continued  troublesome.  Had 
constant  cough,  eczema  on  hands,  which  also  did  not  respond  to  treatment. 
Grew  steadily  worse,  and  died  November  9,  1905,  from  general  tuberculosis. 

These  meager  records  have  been  carefully  transcribed,  but  they 
have  also  been  supplemented  by  the  memories  and  revised  opinions 
of  the  physicians  and  nurses  who  attended  the  patients,  and  it  may 
be  affirmed  that  all  these  cases  represent  some  form  of  what  is  now 
called  pellagra.  The  co-existence  and  diagnosis,  however,  of  other 
diseases,  notably  tuberculosis  and  possibly  syphilis,  are  not  denied. 

Of  interest  here  is  the  comment  of  Lombroso  that  "  In  Trieste 
are  found  a  number  of  cases  of  albuminuria  and  of  phthisis  asso- 
ciated with  pellagra.  One  can  thus  understand  how  the  older 
Italian  physicians  confounded  pellagra  with  phthisis." 

It  will  be  recalled,  as  part  of  the  recorded  history  of  the  subject, 
that  Dr.  Sandwith,  of  London,  having  rediscovered  pellagra  in 
Egypt  in  1893,  has  written  that  towards  the  end  of  the  last  century, 
suspecting  that  it  existed  in  our  Southern  States,  he  corresponded 
with  medical  authorities  and  local  physicians  in  this  countr}-,  but 
failed  to  establish  his  theory  through  the  denial  by  his  corre- 
spondents of  its  existence  here. 

I  am,  myself,  now  satisfied  that  pellagra  has  been  in  our  institu- 
tion for  twenty  years.  Dr.  J,  L.  Thompson,  assistant  physician, 
is  of  the  same  opinion  regarding  its  presence  since  1882. 

Miss  Invin,  now  supervisor  in  the  white  women's  department, 
who  entered  the  service  in  1884,  is  able  to  recall  cases  of  pella- 
gra among  the  white  women  almost  from  the  date  of  her  entrance ; 
while  a  colored  male  attendant,  J.  R.  Singleton,  carries  the 
memory  of  it  back  to  about  the  same  period  among  the  colored  men. 

Dr.  H.  N.  Sloan,  of  Ninety  Six,  S.  C,  asserts  that  pellagra  was 
diagnosed  as  such  in  the  early  70's  in  our  asylum  while  he  was 
assistant  physician,  but  no  written  or  printed  record  of  the  name 
has  been  found. 
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Dr.  D,  S.  Pope,  of  Columbia,  says  that  at  least  two  cases  of 
pellagra  occurred  in  the  South  Carolina  Penitentiary  in  the  middle 
8o's.  In  making  his  diagnosis  of  these  cases,  he  considered  pellagra 
as  a  possibility,  but  ruled  it  out  because  the  authorities  said  it  did 
not  occur  in  the  United  States. 

In  May,  1908,  after  studying,  in  one  morning,  eight  or  ten  cases 
of  pellagra  in  Chester,  with  Dr.  H.  E.  McConnell,  we  visited  Dr. 
A.  F.  Anderson,  then  over  90  years  of  age,  but  unusually  clear 
mentally.  Dr.  Anderson  had  had  a  very  extensive  practice  in 
Chester  County  for  upwards  of  60  years.  He  was  also  surgeon  of 
the  6th  South  Carolina  Regiment  during  the  war.  We  described 
to  him  the  cases  we  had  just  seen.  He  was  much  interested,  but 
declared,  greatly  to  our  disappointment,  that  he  could  not  recall 
ever  having  seen  the  clinical  picture  we  described. 

As  evidence  corroborative  of  recollections  in  South  Carolina,  I 
may  state  that  the  older  physicians  at  the  Georgia  State  Sanitarium 
at  Milledgeville,  think  that  pellagra  has  existed  there  probably  for 
about  twenty-five  years ;  and  those  at  the  asylums  at  Raleigh  and 
Goldsboro,  N.  C,  for  ten  years  prior  to  1909,  when  inquiry  was 
made.  Dr.  I.  M.  Taylor,  of  Morganton,  N.  C,  places  the  probable 
occurrence  of  pellagra  in  the  State  Hospital  there  at  22  years 
prior  to  the  same  date.  Drs.  Wood  and  Bellamy,  of  Wilmington, 
N.  C,  have  traced  a  case  of  pellagra  in  that  state  to  1889. 

The  earliest  published  accounts  of  pellagra  in  the  United  States, 
yet  reported,  were  observed  in  asylums  at  Utica,  N.  Y.,  and  Somer- 
ville,  Mass.,  in  1863-64;  also  it  is  claimed  that  both  pellagra  and 
hookworms  prevailed  at  the  Andersonville,  Ga.,  prison  in  1864. 

Of  course,  if  pellagra  has  existed  in  South  Carolina  all  these 
years,  some  cases  of  it,  as  now,  must  have  been  committed  to  our 
hospital,  and  vice  versa,  its  occurrence  in  the  asylum  would  indi- 
cate its  presence  in  the  state  at  large. 

Furthermore,  if  pellagra  has  been  present  in  the  state  and  in  the 
asylum,  the  deaths  of  patients  suffering  from  it  must  have  been 
recorded  under  other  diagnoses,  because  of  our  ignorance  of  the 
condition.  What  then  do  the  mortality  tables  of  the  annual  reports 
show  that  may  now  be  regarded  as  probable  pellagra  ? 

Following  these  reports  backwards,  I  find,  in  the  report  for 
1904,  a  case  recorded  under  the  diagnosis  of  dermatitis  ex- 
foliativa, for  which  diagnosis  I  am  responsible.  I  remember  the  case 
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well,  for  it  puzzled  me  greatly,  and  I  made  a  strong  appeal  to  the 
authorities,  both  of  general  practice  and  dermatology,  for  help. 
When  the  time  came  to  sign  the  death  certificate,  the  diagnosis 
recorded  above  was  the  best  I  was  able  to  render.  Of  course,  I 
know  now  that  the  poor  woman,  whose  epidermis  peeled  off  and 
whose  hands  and  feet  became  gangrenous,  died  of  pellagra  of  the 
so-called  "  wet  "  type. 

In  passing,  I  recall  another  case  now  known  to  be  pellagra,  in  a 
colored  woman  at  about  the  same  time,  which  I  diagnosed  and 
treated  as  "  scurvy."  She  is  still  living  and  has  had  only  one 
relapse — last  year — in  the  seven  or  eight  subsequent  years. 

During  my  term  of  service  since  1891,  the  most  common  diag- 
noses that  I  find  as  applied  to  fatal  cases  of  probable  pellagra,  are : 
"  intestinal  tuberculosis,"  when  the  diarrhea  was  most  pronounced ; 
'*  general  paralysis  "  and  "  meningo-encephalitis  "  for  the  cerebral 
and  spinal  cases ;  "  syphilis,"  when  the  skin  lesions  were  marked ; 
and  "  acute  delirium  "  for  the  fulminating  mental  type. 

In  the  mortality  tables  of  the  earlier  annual  reports,  I  find  from 
1890  to  1878,  "  consumption  "  and  "  exhaustion  "  are  the  most 
commonly  assigned  causes  of  death,  but  besides  these,  "  inanition," 
"  marasmus,"  "  anasarca,"  "  dysentery,"  "  ascites,"  and  "  gan- 
grene "  are  frequent.  Chronic  dysentery  and  chronic  diarrhea, 
which  play  so  large  a  part  in  the  earlier  mortality  lists,  are  com- 
paratively rarely  mentioned.  To  cite  a  case  of  this  period,  we  may 
take  that  of :  Miss  E.  L.  White  woman.  Admitted  from  Charles- 
ton County,  May  30,  1887,  Died  May  11,  1891,  from  "  inanition." 
Previous  history :  "  For  about  three  years,  this  lady  has  been 
having  hemorrhages  from  the  uterus.  For  the  last  three  months, 
these  have  been  checked  and  the  periods  normal.  She  is  restless 
by  day,  but  sleeps  well  at  night.  Her  mental  derangement  is  in- 
creasing and  she  believes  that  she  has  a  number  of  suitors,  but  her 
sister  prevents  her  seeing  them.  Dr.  X.  [a  famous  specialist  of 
New  York],  whose  patient  she  has  been,  considers  her  a  case  of 
*  cerebral  anemia  '  with  prognosis  bad." 

The  patient  is  described  as  a  decided  blonde,  cross  and  irritable, 
with  a  mania  for  eating  corn  starch.  She  would  quarrel  with  her 
nurse  until  she  went  to  the  laundry  and  got  starch  for  her.  She 
became  emaciated  and  died  from  obstinate  diarrhea.  As  pellagra 
is  now  understood,  she  no  doubt  had  that  disease,  associated  with 
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amylophagia.  It  will  be  recalled  that  Dr.  C.  C.  Bass,  of  New 
Orleans,  has  recently  directed  attention  to  this  association. 

For  some  years  previous  to  1876, 1  find  records  of  many  cases  of 
chronic  diarrhea  and  dysentery,  as  well  as  one  each  of  pemphigus 
and  gangrene.  In  1875,  ^^-  Ensor,  the  superintendent,  assigns 
the  death  of  four  patients  to  "  chronic  diarrhea,  resulting  from 
organic  disease  in  the  great  nerve  centers,"  and  in  1873,  "  six 
(deaths)  from  chronic  diarrhea,  resulting  from  disease  of  the 
brain."  But  we  must  not  forget  that  chronic  intestinal  disorders 
have  long  been  recognized  as  the  bane  of  charitable  institutions  in 
this  country  and  abroad.  Therefore,  the  occurrence  of  these  con- 
ditions does  not  necessarily  denote  the  certain  existence  of  pel- 
lagra. These  notes  are  important  chiefly  in  connection  with 
present  conditions  and  earlier  records. 

In  1864,  Dr.  Parker  states  that  most  of  the  causes  of  death 
were  the  result  of  long-continued  mental  and  physical  disease,  in- 
cluding convulsions,  chronic  diarrhea,  consumption  and  dropsy. 
In  1859,  Dr.  Parker  states  that  the  most  prolific  cause  of  death  was 
the  result  of  long-standing  chronic  diarrhea.  In  the  case-books 
I  find  a  note  of  purpura  recorded  as  lasting  over  a  year. 

From  the  printed  annual  report  of  1850,  I  take  this  extract, 
written  by  the  superintendent,  Dr.  D.  H.  Trezevant,  one  of  the 
most  distinguished  physicians  ever  connected  with  the  institution, 
which  he  had  served  from  its  opening  in  1828 : 

"  In  every  institution  many  patients  are  admitted  with  shattered  con- 
stitutions, whose  vital  powers  are  exhausted,  and  the  recuperative  energies 
of  the  system  entirely  destroyed.  Such  is  usually  the  termination  of  those 
who  become  imbecile,  either  from  neglect  or  mismanagement,  in  the  earlier 
period  of  the  attack;  their  brain  and  nervous  system  give  way,  and  they 
die   from  bowel-complaint,   dropsy,   and  the   effect  of  exhausted  powers. 

"  Many  have  been  admitted  this  year  with  so  feeble  a  circulation  that 
their  limbs  and  bodies  have  become  purple,  and  after  the  closest  and  most 
sedulous  attention,  ulcerations  would  occur,  and  they  died  from  the  effects 
of  the  long-continued  irritation.  Many  of  those  who  have  been  some  time 
with  us  have  perished  from  anasarca,  diarrhea,  and  epilepsy.  We  have  now 
two  in  the  institution  threatened  with  purpura  hemorrhagica,  and  as  they 
are  idiotic,  they  will  most  certainly  die.  It  is  very  difficult  for  a  lunatic 
to  rally  if  once  his  bodily  health  becomes  injured,  and  he  suffers  from  the 
prostration  consequent  upon  excessive  discharge  of  the  mucous  surfaces. 
Diseases  of  the  abdominal  and  thoracic  viscera  kill  above  one-half  of  our 
patients." 
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To  get  an  unbiased  opinion,  I  submitted  this  quotation  to  Dr. 
F.  M.  Sandwith,  of  London,  who  not  only  knows  pellagra  when  he 
sees  it,  but  also  when  he  reads  imperfect  descriptions  of  it.  This 
is  what  he  has  written  me : 

"  The  report  of  your  predecessor  is  interesting  and,  of  course,  it  may 
betoken  pellagra,  but  I  think  it  just  as  likely  to  have  been  the  effect  of 
scurvy.  Sixty  years  ago,  medical  terms  were  not  used  with  the  precision 
that  they  have  now-a-days." 

The  latter  comment  is,  however,  beautifully  illustrated  all 
through  this  investigation. 

Dr.  C.  H.  Lavinder,  of  the  Marine-Hospital  Service,  has  written 
from  Savannah,  Ga. : 

"  That  typewritten  copy  from  an  old  asylum  report  was  of  great  interest. 
It  looks  very  much  like  pellagra  to  me.  That  is,  it  seems  to  me  as  if  they 
were  having  at  least  a  few  cases  of  pellagra." 

A  careful  analysis  of  the  statement  of  Dr.  Trezevant,  taken  in 
connection  with  what  precedes  and  follows,  makes  me  believe  that 
he  had  before  him  the  clinical  picture,  obscure  in  its  outlines,  it 
may  be,  but  still  the  picture  of  pellagra  when  he  wrote  the  above 
paragraphs.  No  doubt,  scurvy  was  a  distinct  entity  to  him  and  he 
would  have  recognized  it.  Pellagra  was  probably  unknown  to  him 
as  it  was  to  most  of  his  successors  even  to  our  day.  Furthermore, 
cases  of  scurvy  were  not  likely  to  occur  among  an  agricultural 
people  in  the  general  population  in  ante-bellum  days,  and  even  if  it 
did,  to  go  unrecognized. 

In  looking  up  the  clinical  records  of  Dr.  Trezevant's  super- 
intendency,  I  have  found  frequent  references  to  cases  of  diarrhea  or 
dysentery  and  exhaustion.  But  the  proportion  bears  no  relation 
or  comparison  with  pellagra  as  we  now  have  it  in  our  statistics. 
Dr.  Trezevant  had  seen  practically  all  the  cases  under  treatment 
for  the  22  years  prior  to  the  report  of  1850,  first  as  regent  (man- 
ager) and  from  1836  as  physician. 

It  has  been  impossible  to  go  over,  with  care,  all  the  case-books. 
In  the  period  before  1850  there  are  brief  notes  by  Dr.  Trezevant 
upon  cases  of  probable  pellagra,  but  it  will  save  time  and  space 
to  reproduce  at  length  a  minutely  recorded  case,  especially  as  it 
belongs  to  our  very  early  history.     The  case  is  recorded  in  the 
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writing  of  Dr.  James  Davis,  the  first  physician  of  the  institution, 
in  Case-book  No.  I,  pp.  160-163  • 

James  Craig.  Aged  28  years.  Single.  Received  from  Lancaster  Dis- 
trict February  14,  1834 — the  ii8th  patient  admitted  to  the  lunatic  asylum. 

The  patient  had  recovered  three  years  previously  from  an  attack  of 
insanity  lasting  a  month  or  two.  The  existing  attack  began  suddenly 
three  months  before  admission.  The  preliminary  history  states  that  the 
patient  was  violent,  homicidal  and  suicidal.  The  records  show  that  for 
a  time  after  admission  he  received,  without  benefit,  the  usual  revulsive 
treatment  of  the  period. 

April  15th,  Insomnia  and  profuse  diarrhoea  are  noted.  (From  this  date 
the  records  are  copied  verbatim  et  literatim.  See  the  attached  zinc  plate 
reproduction.     Italics  are  used  where  the  symptoms  indicate  pellagra.) 

"  May  2nd,  Ord.  20  grs.  P.  G.  Camph.  to  be  added  to  each  dose.  5th, 
Better  rather  than  worse — Med.  continuant.  May  23d.  More  quiet— 
bowels  loose. — Cont.  Laxa.  Medicines  except  the  mercury — Discont :  it 
as  his  gums  are  inflamed  with  some  pytalism — 27th,  Continue  camph.  and 
Hyos  : — ^June  4th,  Emaciates — cont :  med. — has  diarrhoea — Give  Cret.  & 
catechu — ■7th,  Diarrhoea  continues — Ord.  Calomel:  15  grs.  in  5  gr.  doses, 
2  hours^  apart ;  with  Cret :  ppt. — Discontinue  Hyos  :  &  camph  :  for  the 
present — loth,  Diarrhoea  has  ceased — he  is  stronger — loth.  Tendency  to 
diarrhoea — Ord.  an  occasional  dose  of  catechu  &  Chalk — 15th,  looseness 
disappeared — i8th,  Very  crazy — natl.  stool.  Ord.  Prussic  acid:  i  drop 
every  hour — 19th — Acid  produces  no  sensible  effect.  Cont :  same  doses 
today — tomorrow  encrease  to  2  gutt : — next  day  3  gutt :  22nd,  Produced  no 
manifest  effect  except  that  there  seems  to  be  more  mental  composure. 
Ord.  Suspension  Meds.  25th,  Same.  27th,  decidedly  better  in  mind — 
28th,  Seised  with  another  return  of  diarrhoea — Ord.  Cret:  &  laud: — 29th, 
Diarrhoea  very  severe — liquid — but  natural  color  generally — sometimes 
white  &  chylous.  Ord.  Sp:  Camph  15  gutt:  with  10  grs.  cret:  every  2 
hours.  30th,  Emanciates — bowels  irregular — Ord.  Diet,  boiled  milk  &  dry 
bread — July  2d,  Same — 3d,  Bowels  too  loose  at  night.  Ord.  Cal  5  grs. 
July  4th,  Ord.  Canell :  Alb:  25  grs.  bis  in  die — 5th,  Rather  better.  7th, 
Do.  Ord.  I  Dr.  Solut.  S.  Quin.  every  morning — in  addition  to  the  canel. 
alb : — i6th,  bowels  better — health  improves — mind  at  times  very  crazy ; 
but  in  the  main  better.  22nd,  Same,  bowels  a  little  disposed  to  diarrhoea. 
Ord.  Lac.  Asafoetid :  i.  e.  10  grs.  G.  Asafoet :  noct.  maneq :  dissolved  in 
water — Aug.  loth,  mind  the  same — Bowels  loose,  especially  of  nights. 
Ord.  Sulphuret :  Hydrogen  10  grs.  noct.  maneq  : — Omit  Lac.  Asafoet : — 
I2th,  Mends — ^bowels  less  loose — 20th,  The  sulphuret  seems  to  control  the 
diarrhoea — encrease  the  dose  to  15  grs. — The  skin  of  the  upper  part  of  the 
feet  turned  of  a  sombre  brown  color — perhaps  some  form  of  the  purpura — 
Ord. — Med.  continuant : — and  a  lotion  of  red  oak  bark  decoct"  to  feet — 
31st,  Better — Bowels  more  regular — feet  that  got  into  sores  healing.  Sep. 
5th,  Bowels  too  loose  again — the  Hepar  Sulphur :  has  been  discontinued 
for  a  few  days  for  want  of  the  article — Ord.  Commence  with  again — 7th 
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Bowels  too  loose — mind  the  same — ^gains  flesh — loth,  Bowels  still  loose 
— feet  better — no  other  change — Ord.  A  course  of  minute  doses  of  calomel 
and  Pul :  Ant :  say,  2  grs.  P.  Ant :  &  1/16  of  a  gr.  of  calomel  three  times 
a  day,  morning,  noon  &  night.  My  object  is  to  promote  a  continued 
stimulation  on  the  extreme  vessels  &  nerves  for  a  long  period — so  regu- 
lated as  to  avoid  the  sedative  action  of  the  mercury  on  the  one  hand  and 
salivation  on  the  other — 'idth,  The  Purpura  encreases  and  is  spreading  over 
the  hands — as  I  suspect  this  affection  is  connected  with  a  scrohutic  habit, 
I  apprehend  the  mercurial  course  will  disagree — Ord.  Discont :  mercurial, 
and  substitute  6  grs.  Acid :  Tartar :  Mane  nocteque — 23rd,  no  better — 
Diarrhoea  at  night  as  bad  as  ever — and  for  the  last  two  days  have  given 
a  wineglassfull  of  decoct :  of  red  oak  bark  instead  of  the  tartaric  acid — 
but  with  no  good  effect. — Ord.  Discont :  Decoct :  red  oak  bark ;  and  ad- 
minister eight  drops  of  Tr.  Iodine  night  and  morning — to  be  encreased  one 
drop  every  night — Oct.  4th,  Diarrhcea  at  night  incorrigible — Ord :  Add 
a  decoction  of  Liatris  Spt :  to  each  dose  of  Iodine — Oct.  5th,  Bowels  rather 
worse — Ord :  Discontinue  all  med :  except  the  decoct^  of  the  Liatris — 
give  that  pretty  strong,  half  a  tumbler  night  &  morning.  8th,  Much  puff- 
ing of  the  face  and  feet — purpura  reappearing. — Bowels  equally  loose — 
Stools  more  colored — Ord.  Tr.  Colchicum  8  gutt.  noct:  maneq:  in  ad- 
dition to  the  Liatris — 12th,  Swelling  diminished — ^bowels  worse-^Discont : 
colchicum  &  Liat.  15th,  Same — His  case  is  decidedly  scorbutic — Ord. 
a  diet  of  turnips  and  horseradish — ^25th  Rather  better — Nov.  ist,  As 
perhaps  the  diarrhcea  depends  on  ulceration  of  intestines,  discontinue 
all  other  medicines,  and  give  I  gr.  Sal.  Mast:  every  morning  and  2  g^s. 
every  night.  Also  continue  diet  of  turnips.  loth,  Rather  better — 17th,  He 
is  no  better — Ord.  Discontinue  the  Sal.  Mast :  &  give  10  grs.  Ext.  Cicuta 
nocte  maneque.    21st,  Gets  worse — ^22nd,  He  expired. 

The  original  notes  of  this  interesting  case  have  been  submitted 
for  criticism  among  others  to  Drs.  Lavinder  and  Grimm,  of  the 
U.  S.  PubHc  Heahh  and  Marine-Hospital  Service ;  to  Dr.  Robert 
Wilson,  Jr.,  of  Charleston,  chairman  of  the  South  Carolina  State 
Board  of  Health ;  and  to  Dr.  J.  J.  Watson,  of  Columbia.  They  all 
independently  agree  that  Dr.  Davis  has  described  an  undoubted 
case  of  pellagra,  as  we  know  the  disease  to-day. 

In  commenting  upon  the  case,  Dr.  Sandwith,  the  London  pella- 
grologist,  writes :  "  Many  thanks  for  sending  me  the  copy  of  the 
interesting  record  of  1834  from  your  hospital.  The  case  may  well 
have  been  pellagra,  but  I  suppose  it  might  be  argued  that  it  was 
scurvy  with  purpuric  rash." 

Scattered  through  this  ancient  case-book  are  records  of  similar 
cases,  but  none  so  complete.  Some  of  the  phrases  used  by  the 
same  writer  in  describing  other  cases  may  be  noted,  as  "  swelling 
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of  the  feet  and  legs  with  redness  of  the  skin  "  of  ar  patient  who 
died  of  diarrhoea,  December,  1835.  Another  patient  with  three  to 
six  ash-colored  and  very  offensive  evacuations  a  day,  had  a  "  tongue 
too  red  and  glazed  " ;  another  with  "  face  and  legs  puffed  with  a 
singular  puffing,  not  edematous,  such  as  all  our  fatal  filth-eating 
patients  are  attended  with,  whether  attended  with  diarrhoea,  dysen- 
tery or  chronic  fever."  Still  another  patient,  S.  J.  M.,  admitted  in 
1828,  had  in  January,  1832,  "  an  eruption  somewhat  herpetic  on 
his  neck,  shoulders  and  arms.  February  20.  Eruption  consider- 
able. March  19.  Eruption  continues.  In  ordinary  health  April 
to  July."  Another  patient  admitted  April  3,  1834,  had  dysenteric 
symptoms. 

"Aug.  1st,  legs  swelling.  14th,  bowels  morbidly  irritable.  20th,  bowels 
less  irritable,  legs  very  purple  or  rather  red.  Legs  less  swollen,  but  will 
die.  Sept.  ist,  swelling  diminished :  Diarrhcea  increased.  Sth,  suddenly 
seized  with  spasms  and  cramps  of  left  side  and  limbs.  Diarrhoea  con- 
tinues. 7th,  Delirious.  i6th,  Expired,  emaciated  to  a  skeleton,  this 
morning." 

Conclusions. — It  appears  to  me  from  all  these  imperfect  and  de- 
tached records  that  there  has  been  in  our  institution  for  many  years, 
probably  from  its  opening  in  1828,  an  elusive  malady  which  has 
puzzled  all  physicians  in  charge.  Some  of  these  cases  have  de- 
veloped seemingly  in  the  institution,  but  the  large  majority  of  such 
patients  have  been  admitted  with  the  disease,  thus  establishing  the 
fact  of  the  endemicity  of  the  condition. 

Opinions  about  the  disease  have  varied  with  the  physicians,  but 
the  similarity  of  the  condition  to  scurvy  has  been  recognized  early 
and  late,  and  for  a  long  while — 1834  to  1865 — it  was  also  con- 
sidered of  a  purpuric  nature. 

If  we  admit  upon  the  testimony  of  those  now  living  the  existence 
of  pellagra  in  our  asylum,  and,  therefore,  in  the  state  at  large,  for 
30  or  40  years  or  more,  how  shall  we  deny  its  presence  here  60  or 
80  years  or  even  longer,  in  the  light  of  Dr.  Trezevant's  published 
opinions  and  Dr.  Davis's  clinical  notes  ?  On  the  other  hand,  how 
shall  we  explain  the  recent  great  increase  in  the  number  of  cases  ? 
If  pellagra  had  existed  in  its  present  proportions  it  could  not  have 
been  overlooked  altogether  or  been  entirely  concealed  under 
erroneous  diagnoses. 
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I  think  I  may  be  pardoned  for  quoting  a  paragraph  from  our 
preliminary  report  to  the  State  Board  of  Health  in  December, 
1907: 

"  It  is  the  opinion  of  the  older  members  of  the  staff,  that  cases  presenting 
pellagrous  symptoms  have  appeared  among  our  patients  for  some  years, 
and  the  real  nature  of  the  malady  has  not  been  fully  recognized  and  deter- 
mined, but  that  latterly  it  is  becoming  much  more  frequent.  These  patients 
have  come  from  various  parts  of  the  state,  being  possibly  somewhat  more 
numerous  from  the  Piedmont  section." 

These  early  inferences  have  been  fully  confirmed  by  later  ex- 
periences and  investigations.  Therefore,  to  one  familar  with  the 
conditions  and  disease-picture  of  pellagra  as  found  in  South  Caro- 
lina to-day,  these  notes  on  medical  history  render  it  highly  probable 
that  pellagra  has  existed  in  the  state  for  very  many  years,  but 
under  a  varied  diagnostic  nomenclature. 

In  the  early  days,  the  prevailing  fatal  diseases  as  recorded  in  our 
hospital  were  "  chronic  diarrhea  "  and  "  dysentery  " ;  in  the  middle 
or  post-bellum  period,  these  terms  were  largely  supplanted  by 
"  consumption,"  "  exhaustion,"  and  such  vagUe  diagnoses  as  "  in- 
anition," "  marasmus,"  and  "  anasarca  " ;  while  in  the  last  two 
decades,  "  tuberculosis,"  "  meningo-encephalitis  "  and  "  syphilis  " 
have  taken  precedence  over  the  older  and  time-honored  diagnoses. 
Can  we  infer  that  under  these  terms  some  cases  of  pellagra  may 
have  been  hidden  and  misinterpreted  ? 

Making  due  allowance  for  diflferences  in  the  personal  equation  of 
the  several  observers,  we  cannot  believe  that  changes  in  endemic 
conditions  have  been  so  great  or  radical  as  is  implied  if  we  accept 
the  theory  that  pellagra  is  a  new  disease  in  South  Carolina.  For 
evidence  is  accumulating  which  proves  that  as  the  diagnosis  of 
pellagra  becomes  more  common,  some  of  these  other  diseases  have 
notably  decreased.  Recognizing  also  that  pellagra  has  always  been 
a  disease  of  most  subtle  and  obscure  nature  and  difficult  to  diag- 
nose in  new  territory,  we  cannot  but  suspect  that  if  such  a  malady 
exists  among  us  to-day,  to  the  extent  statistics  show,  then  the  same 
condition  must  have  been  present  in  our  state  for  a  long  while, 
under  many  of  the  disguises  it  has  always  assumed. 

It  cannot,  however,  be  affirmed  with  equal  probability  that  the 
disease  has  prevailed  for  nearly  a  centur>'  in  anything  like  its 
present  proportions.    To  explain  this  increase  is  one  of  the  prob- 
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lems  of  the  epidemiology  of  the  disease.  Probably  pellagra  has 
been  endemic  in  the  state  for  many  years,  but  recently,  from  some 
cause,  an  epidemic  has  occurred. 

As  stated  in  the  introduction,  this  is  a  presentation  of  a  few  in- 
teresting records,  some  memories  and  traditions  and  not  a  few 
inferences.  From  such  data  as  I  have  presented,  each  may  draw 
his  own  conclusions. 

Personally,  I  cannot  claim  to  have  answered  directly  the  inter- 
rogative title  of  my  paper,  but  from  the  facts  and  traditions  here 
assembled  I  feel  convinced  that  pellagra  is  by  no  means  a  new 
disease  in  South  Carolina  and  that  it  has  probably  been  present  in 
our  State  Hospital  from  its  opening  in  1828.  Beyond  that  period, 
I  have  no  data.  It  is  worth  remembering,  however,  that  in  1829 
the  first  publication  about  pellagra  in  France  appeared.  This  event 
marked  the  beginning  of  many  decades  of  interesting  investigation 
and  controversy  now  a  part  of  the  history  of  the  disease. 


THE  TREATMENT  OF  PELLAGRA. 
By  C.  C.  Bass,  M.  D.,  New  Orleans,  La. 

The  literature  on  pellagra  indicates  that  many  remedies  have 
been  tried  and  recommended  from  time  to  time,  but  barring  pos- 
sibly one  drug,  arsenic,  all  drugs  tried  have  been  found  to  be 
without  specific  action  against  the  disease.  The  present  paper 
deals  with  a  rational  treatment  based  on  the  etiology  of  the 
disease  and  is  not  intended  to  discuss  the  many  remedies  that 
have  been  recommended  at  various  times. 

My  opinion  is  based  on  the  observation  and  study  of  nearly 
three  hundred  cases  of  pellagra  within  the  past  three  years.  The 
question  of  etiology  has  received  most  careful  study.  If  I  had 
any  previously  formed  idea  it  was  that  com  was  not  an  etiological 
factor,  and  this  I  expected  to  see  proven.  After  a  careful  study 
of  all  my  cases  with  this  point  especially  in  mind,  I  accept  the 
maize  theory  unreservedly,  and  believe,  with  its  many  other  sup- 
porters, that  a  toxin,  formed  in  corn  as  a  result  of  decomposition 
by  one  or  possibly  many  different  bacteria,  or  molds,  is  an 
essential  factor  in  the  production  of  the  disease.  There  seems 
good  evidence  that  it  is  chiefly  immature  corn  that  furnishes  the 
toxic  substance.  No  doubt  good  sound  corn  is  a  valuable  and 
harmless  food,  but  when  it  undergoes  decomposition  it  may 
become  very  harmful.  The  same  may  be  said  of  other  articles 
of  diet,  such  as  meat,  eggs,  etc.  In  many  of  these  instances  the 
harmful  agent  is  not  destroyed  by  the  usual  heat  of  cooking. 
This  com  toxin  seems  to  go  over  in  the  process  of  making 
starch  from  corn  as  indicated  by  two  cases  of  pellagra  I  have 
seen  resulting  from  amylophagy  in  which  corn  starch  was  eaten 
almost  to  the  exclusion  of  other  food.  Two  other  cases  were 
very  fond  of  and  consumed  large  quantities  of  corn  starch 
pudding. 

A  recent  case  shows  how  the  toxin  may  be  extracted  and  held 
in  solution.  The  patient  drank  a  great  deal  of  whiskey,  but  his 
circumstances  changed  so  that  he  was  unable  to  get  the  whiskey. 
He  drank,  and  remained  intoxicated  on  for  a  few  weeks,  large 
quantities  of  "  beer  "  made  by  fermenting  com  in  water  sweet- 
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ened  with  molasses.  He  developed  a  severe  case  of  pellagra  in 
about  three  weeks,  the  first  he  had  ever  had.  The  question  arises 
as  to  whether  whiskey  distilled  from  such  mash  would  be  harm- 
less. 

Adulteration  of  other  articles  of  diet  with  corn  products  may 
be  expected  to  sometimes  occur,  as  in  the  case  of  cheap  grades  of 
flour  whenever  the  price  of  wheat  is  high  and  that  of  corn  low. 

An  individual  once  poisoned  by  the  toxin  seems  more  suscep- 
tible to  its  action  afterward  to  the  extent  that  a  small  quantity 
may  now  cause  a  return  of  symptoms.  We  have  other  instances 
of  sensitization  to  toxic  substances  such  as  sensitization  to  serum, 
pollen,  shell  fish,  strawberries,  buckwheat  (phagopyrismus)  etc. 
In  the  latter  disease,  very  similar  to  pellagra,  the  causative  agent 
seems  to  be  active  chiefly  or  only  in  animals  exposed  to  sun- 
light. This  action  in  pellagra  may  often  be  so  strong  that  the  small 
amount  of  toxin  often  contained  in  apparently  sound  corn  food 
will  give  the  patient  diarrhoea,  stomatitis  and  other  symptoms, 
though  it  has  no  such  effect  on  normal  individuals. 

The  first  part  of  the  treatment  of  pellagra  is,  therefore,  the 
absolute  withdrawal  of  all  corn  products  from  the  diet  list  for  all 
time.  Adulterations  and  unexpected  sources  of  corn  products 
are  to  be  looked  out  for.  In  view  of  the  ideas  set  forth  above, 
and  in  view  of  the  fact  that  insanity  and  other  nerve  symptoms 
are  often  the  first  and  for  a  long  time  the  only  symptoms  of 
pellagra,  I  believe  that  no  corn  food,  good  or  bad,  should  be 
allowed  in  the  dietary  of  insane  hospitals.  The  experience  of  the 
Lousiana  Insane  Hospital  at  Pineville  is  worth  relating. 

In  1909  the  hospital  had  many  cases  of  pellagra,  many  of 
which  had  developed  the  disease  in  the  hospital.  The  superinten- 
dent, Dr.  J.  M.  Thomas,  accepted  the  maize  theory  and  very 
wisely  struck  out  all  corn  food  from  the  diet  list.  Since  that  time 
not  a  single  case  of  pellagra  has  developed  in  the  hospital  except 
two  that  had  had  it  previously.  For  the  past  year  they  have  grown, 
matured  and  milled  their  own  corn  with  no  return  of  the  pellagra. 
I  doubt  the  wisdom  of  using  even  the  best  corn  in  hospitals  for 
insane  and  would  not  be  surprised  to  see  some  of  Dr.  Thomas' 
former  pellagra  patients  develop  the  disease  again. 

The  influence  of  sunshine  on  the  development  of  the  skin  lesions 
cannot  be  questioned.     Skin  lesions  may  also  be  produced  by 
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pressure,  such  as  the  elbow  receives  from  bed-ridden  patients 
rising  or  supporting  themselves  on  their  elbows.  The  characteris- 
tic lesions  often  seen  on  the  elbows  of  bed-ridden  patients  are 
never  found  on  walking  patients.  Exposure  to  X-rays  will  also 
produce  lesions  on  susceptible  patients. 

The  skin  lesions  themselves  are  generally  a  matter  of  little 
consequence  and  we  have  often  exposed  a  patient  to  bright  sun- 
shine or  to  X-rays  to  clear  up  a  doubtful  diagnosis.  We  later 
observed  and  learned  that  coincidentally  with  the  reproduction  of 
the  skin  lesions  all  other  symptoms  usually  get  worse  and  we  have 
concluded  that  the  experiment  is  not  justified. 

If  exposure  to  bright  sunshine  will  product  lesions  and  intensify 
other  symptoms  to  a  visible  extent,  it  is  probable  that  exposure 
to  less  sunshine  or  even  to  sunlight  may  do  some  harm.  There- 
fore, a  second  very  important  part  of  the  treatment  of  pellagra  is 
to  avoid  and  protect  from  sunshine  and  even  bright  sunlight.  I 
have  observed  chickens  that  have  shed  their  feathers  and  de- 
veloped the  so-called  pellagra  of  chickens  from  eating  musty 
corn,  get  well  when  kept  in  the  shade  on  the  same  diet,  while 
those  allowed  to  run  in  the  sun  remained  sick,  or  died.  It  is 
important  that  all  severe  cases  stay  in  a  dark  room. 

The  history  of  pellagra  the  world  over  is  that  it  is  a  disease  of 
warm  climates  and  of  the  warm  season  of  warm  climates  and 
that  it  does  not  often  occur  in  the  cold  season.  Patients  who  are 
not  too  badly  damaged  usually  improve  or  apparently  recover 
upon  the  appearance  of  cold  weather  and  remain  well  until  the 
warm  weather  returns.  Patients  do  not  show  the  same  tendency 
to  improvement  during  the  hot  season.  My  own  observation  is 
that  more  cases  have  developed  during  the  past  three  or  four 
weeks  of  hot  weather  than  all  this  year  previously.  I  do  not 
mean  to  say  that  these  patients  have  just  developed  the  disease. 
Many  of  them  have  been  repeatedly  poisoned  and  have  had 
many,  or  all  of  the  symptoms  in  a  mild  form,  but  the  hot  weather 
in  addition  to  other  influences  has  served  to  very  much  intensify 
the  symptoms. 

Many  a  case  of  quite  active,  severe  pellagra  would  promptly 
improve  if  winter  would  set  in,  but  will  be  unable  to  withstand 
the  disease  until  that  time.  The  only  way  to  save  such  a  patient 
is  to  send  him  to  a  cold  climate.    For  two  summers  I  have  advo- 
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cated  and  advised  this  measure  to  the  many  physicians  and  to 
all  pellagra  patients  whose  circumstances  would  permit.  The 
results  have  been  most  gratifying.  The  improvement  within  a 
few  days  is  very  striking. 

As  universal  as  the  opinion  seems  to  be  that  pellagra  is  a  hot 
weather  disease,  it  seems  strange  that  resorting  to  cold  climates 
was  not  tried  long  ago.  My  note  in  the  Journal  A.  M.  A.,  Vol.  LV, 
page  940,  1910,  seems  to  be  the  first  mention  of  it,  in  America. 
Most  of  my  patients  have  gone  to  high,  cold  localities  in  Colorado 
and  New  Mexico. 

A  practical  plan  that  I  would  advocate  for  asylums  and  institu- 
tions where  many  pellagrins  are  cared  for  is  the  provision  of 
artificially  refrigerated  wards  for  them.  Modern  refrigerating 
and  ventilating  machinery  to  maintain  any  temperature  desired 
can  be  installed  and  run  without  great  cost  and  theoretically,  at 
least,  would  save  many  a  pellagra  patient. 

Just  how  long  a  patient  must  avoid  sunshine  and  hot  weather 
after  discontinuing  corn  food  before  he  is  safe  from  acute  symp- 
toms on  exposure  to  these  influences,  cannot  be  stated.  My  own 
opinion  is  that  it  is  at  least  several  months,  but  probably  not  often 
longer  than  a  year. 

The  symptomatic  treatment  of  pellagra  is  the  same  as  for  the 
same  symptoms  in  other  diseases.  Arsenic  in  the  form  of  Fow- 
ler's solution  may  be  of  benefit.  Judging  from  the  results  obtained 
by  myself  and  by  my  confreres  in  several  cases,  I  am  confident  that 
Salvarsan  has  no  specific  curative  effect  on  pellagra.  I  know  of 
one  case  dying  in  twenty  minutes  after  being  given  a  dose  in- 
travenously.   It  is  claimed  that  the  technic  was  not  at  fault. 

Summary. 

The  specific  treatment  of  pellagra  should  be : 

1.  Eat  no  corn  food. 

2.  Avoid  sunshine  and  sunlight. 

3.  Resort  to  a  cold  climate.  Institutions  having  the  care  of 
many  pellagra  patients  should  be  provided  with  artificially  refri- 
gerated and  ventilated  wards  for  the  poor  who  cannot  avail  them- 
selves of  the  advantages  of  cold  climates. 


PELLAGRA— ITS   RELATION   TO   INSANITY  AND 
CERTAIN  NERVOUS  DISEASES. 

By  J.  W.  MOBLEY,  M.  D.,  Milledgeville.  Ga. 

Much  has  been  written  in  the  last  two  years  on  pellagra,  and 
especially  pellagra  in  the  South. 

The  daily  newspapers  have  given  considerable  attention  to  the 
subject,  and  agitation  of  this  malady  has  arisen  from  many  other 
sources  since  its  general  recognition  by  the  medical  profession  in 
the  South. 

The  purport  of  this  paper  is  not  so  much  to  deal  with  the  his- 
tory of  pellagra,  but  to  present  the  disease,  as  the  writer  sees  it, 
in  its  many  sided  clinical  aspects.  At  the  very  outset,  we  are 
drawn  into  contention  with  a  serious  problem.  There  is  no 
further  question  as  to  the  existence  of  pellagra  throughout  the 
South. 

It  is  here  in  its  true  and  allied  forms,  confronting  us  with  such 
an  awful  clinical  picture  as  to  carry  death  and  despair  in  its  very 
name.  The  alienist  looks  back  with  regrets  upon  the  mortality 
of  this  scourge  in  hospitals  for  the  insane.  He  is  made  to  reflect 
with  deep  concern  for  the  future  of  his  race,  when  he  observes  the 
powerful  impress  of  this  disease  upon  the  mind  and  nervous  sys- 
tem. The  general  practitioner  is  not  so  much  called  upon  to  con- 
sider pellagra  in  its  relation  to  insanity.  On  the  alienist  rests  the 
moral  duty  of  warning  his  people  against  an  infection  which, 
once  firmly  rooted,  will  manifest  its  baneful  influence  forever  upon 
the  human  family. 

Discouraging  enough  would  it  be  if  each  individual  case  repre- 
sented a  morbid  entity  unto  itself.  The  picture  becomes  more 
serious,  however,  when  we  contemplate  the  role  which  pellagra 
plays  in  the  chain  of  heredity.  Its  poisoning  effects  are  not  spent 
alone  upon  the  individual  subject,  but,  like  tuberculosis,  it  trans- 
mits a  morbid  inheritance  to  the  recipients  of  its  toxines. 

I  desire  here,  gentlemen,  to  deeply  impress  upon  you  the  evil 
which  this  disease  must  represent  as  a  vicious  factor  in  our  social 
system.    What  would  the  world  give  today  if  it  could  recall  the 
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propagation  of  idiots?  What  a  stain  could  be  removed  from 
medical  science  if  the  life-history  and  management  of  tuberculosis 
might  be  reviewed.  Many  already  are  the  deteriorating  forces 
which  prevail  against  our  race.  Shall  we  sit  idly  by  and  allow  the 
ravages  of  this  insidious  monster  to  sap,  unbridled,  the  vitality  of 
our  future  generations  ? 

Upon  this  distinguished  conference  rests  the  responsibility  of 
inaugurating  measures  looking  to  the  suppression  and  control  of 
this  rapidly  increasing  malady. 

PREVALENCE. 

The  report  of  the  Public  Health  and  Marine  Hospital  Service 
for  1909  will  show  that  Dr.  Gray,  of  New  York,  and  Dr.  Tyler, 
of  Massachusetts,  reported  two  probable  cases  of  pellagra  forty- 
five  (45)  years  ago.  I  am  informed  that  both  of  these  gentlemen 
were  alienists,  and  you  are  here  reminded  again  of  the  splendid 
opportunity  offered  physicians  to  hospitals  for  the  insane  to  ob- 
serve these  cases.  It  is,  indeed,  hard  to  account  for  the  stuporous 
lapse  of  time  in  which  forty  years  or  more  passed  away  without 
the  record  of  a  single  case  in  the  United  States.  Harris,  of 
Georgia,  and  Shewell,  of  Chicago,  finally  reported  a  case  each  in 
1902.  Following  the  last  two  mentioned  cases,  there  was  another 
lapse  of  comment  upon  the  disease  until  1906-1909,  when  there 
seems  to  have  been  an  epidemic  of  observations  as  well  as  cases 
reported. 

Probably  to  Babcock,  of  South  Carolina,  is  due  the  greatest 
credit  for  the  most  thorough  report  of  cases  in  the  South,  and  a 
complete  bibliography  of  the  disease  in  this  country. 

No  doubt  pellagra  has  been  steadily  on  the  increase  in  the 
United  States  since  i860.  The  impression  prevailing  that  it  was 
a  disease  indigenous  to  foreign  countries,  not  much  vigilance  was 
given  to  its  detection. 

It  is  true  that  many  clinical  conditions  may  have  been  confused 
with  pellagra,  more  especially  certain  nervous  diseases  attended 
by  secondary  trophic  symptoms,  dependent  upon  faulty  innerva- 
tion, but  such  are  not  sufficient  excuses  to  warrant  so  great  an 
oversight  on  the  part  of  the  medical  profession. 
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ETIOLOGY. 


The  cause  of  pellagra  will  probably  be  found  in  both  general 
and  specific  factors.  Just  to  what  extent,  if  at  all,  they  operate 
together,  we  are  unable  to  say.  The  various  clinical  aspects  of 
the  disease,  however,  would  justify  us  in  considering  its  etiology 
under  several  headings. 

First. — Is  pellagra  produced  only  by  a  specific  organism  and  its 
toxines  ? 

In  considering  a  specific  factor  as  the  sole  cause  of  pellagra,  we 
are  brought  to  face  with  many  conditions  which  speak  both  for 
and  against  this  etiology.  The  labors  of  the  very  best  men  in  this 
country  and  abroad  have  been  surrounded  with  doubts  and  prac- 
tical inconsistencies,  but  have  ultimately,  and,  with  some  degree 
of  reluctance,  converged  into  the  opinion  expressed  by  the  famous 
Italian  professor,  Dr.  Lombroso — that  a  fungus  growing  upon 
maize  produces  a  toxine  which  causes  the  disease. 

Other  specific  factors  are  shown  in  the  protozoan  theory,  which 
so  closely  allies  syphilis  with  pellagra  as  to  make  their  clinical  pic- 
ture at  times  quite  similar.  The  peculiar  cell  observed  by  Dr. 
Cross,  of  Georgia,  with  a  chlorophyl-like  content,  is  on  the  side  of 
a  specific  infection.  He  describes  these  cells  as  about  the  size 
of  hookworm  eggs,  either  round  or  oval  in  shape.  He  suggests 
that  they  may  have  been  altered  epithelial  cells,  but  their  mor- 
phology seemed  to  be  unchanged. 

The  specific  fungus  (aspergelli)  which  grows  upon  corn  will 
also  grow  on  cheese,  and  may  account  for  the  disease  in  many 
instances,  where  the  history  of  a  com  free  menu  is  obtained. 
The  confusion  and  tonic  muscular  state,  known  as  "  blind  stag- 
gers," incident  to  horses  that  are  supposed  to  have  eaten  molded 
corn,  indicates  a  clinical  phenomenon  of  vicious  infection  and 
specific  origin.  Brown  and  Low  report  a  case  as  having  occurred 
in  a  shopwoman  from  the  frequent  taking  of  raw  oatmeal  and 
rice.  Maize  seems  to  have  played  no  part  in  the  production  of 
this  case. 

Much  more  evidence  might  be  cited  in  favor  of  a  specific 
etiology,  but  as  this  theory  does  not  prevail  unanimously  in  this 
country,  and  more  particularly  in  the  South,  we  will  proceed  to 
other  factors  yet  to  be  considered. 
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Secondly. — Is  the  disease  caused  by  the  toxine  of  a  specific 
organism,  operating  only  in  the  presence  of  a  peculiar  morbid 
predisposition,  racial  peculiarity?  Or  does  any  latent  or  active 
pathological  state  favor  its  development? 

In  studying  the  causative  factors  of  pellagra  from  this  view- 
point, we  are  brought  to  face  with  inherited  pathological  ten- 
dencies which  cover  a  broad  field  in  general  medicine.  Are  curtain 
individuals  immune,  or  are  all  classes  suspectible  to  the  infection  ? 
The  clinical  behavior  of  the  disease  opens  this  query,  but  I  shall 
not  attempt  to  discuss  it  here.  Certainly  an  immunity  does  not 
appear  to  develop  by  virtue  of  previous  attacks,  as  competent 
observation  will  point  to  the  conclusion  of  an  incurable  malady. 
The  negro  female  in  Georgia  seems  to  be  the  selective  host.  The 
explanation  of  the  apparent  proclivity  for  this  race  is  untenable 
unless  explained  in  the  deteriorating  phenomena  which  marks 
so  great  a  decline  in  the  generic  purity  of  this  class  since  their 
so-called  freedom.  Apropos  of  this  idea — impressive  are  the  facts 
that  disclose  the  alarming  increase  of  syphilis,  tuberculosis  and 
insanity  in  the  negro  race  of  Georgia  since  their  emancipation. 
Dr.  T.  O.  Powell,  former  Superintendent  of  the  State  Hospital, 
in  an  able  paper,  shows  that  there  were  only  forty-four  (44) 
insane  negroes  in  the  State  of  Georgia  up  to  i860.  Previous  to 
this  time  they  enjoyed  splendid  health,  and  tuberculosis  and 
insanity  were  exceedingly  rare  among  their  race.  These  forty- 
four  insane  negroes  occurred  in  a  population  of  465,698,  repre- 
senting approximately  one  insane  to  every  10,584  of  negro  inhabi- 
tants. The  succeeding  ten  years  show  an  increase  of  insanity  in 
the  negro  to  one  in  every  4,225,  with  a  colored  population  of 
545,142.  The  census  of  1890  gives  the  total  negro  population  in 
Georgia  at  858,815 — the  number  of  colored  insane  at  910;  advanc- 
ing the  ratio  in  thirty  years  from  one  to  every  10,584  to  one  to 
every  943  of  negro  inhabitants. 

Georgia  may  be  accepted  as  a  fair  index  to  the  social,  physical 
and  mental  condition  of  the  negro  in  the  South.  Syphilis  and 
tuberculosis,  fraught  with  their  chain  of  moral  and  physical 
deterioration,  have  progressed  parri-passu  with  insanity  in  the 
Southern  States  since  1864,  and  should  be  considered  here, 
especially,  in  relation  to  pellagra.  These  diseases,  so  infrequent 
in  the  days  of  slavery,  are  now  so  common  as  to  represent  the 
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principal  chronic  maladies  from  which  the  negro  suffers.  In- 
teresting will  it  be  to  note  here  that  the  post-mortem  records  of 
the  pathological  laboratory  of  the  State  Hospital  for  Insane  of 
Georgia  will  show  that  out  of  one  hundred  unselected  necropsies 
about  five  (5)  per  cent  of  patients  dying  probably  of  pellagra 
manifested  lesions  also  of  localized  or  general  tuberculosis.  If, 
on  the  contrary,  we  presume  that  death  in  these  cases  was  caused 
from  tuberculosis,  then  a  like  per  cent  exhibited  symptoms  and 
morbid  changes  suggestive  of  pellagra.  The  association  of  the 
two  diseases  are,  to  the  author,  too  frequent  to  pass  unnoticed. 
The  microscopic  findings  further  show  areas  of  syphilitic  necrosis, 
together  with  the  gross  tubercular  changes  in  some  of  these  cases. 

The  anatomical  diagnosis  of  the  majority  of  these  cases  appear- 
ing on  the  records  as  tubercular  enteritis. 

Considering  the  fact  that  pellagra  is  a  chronic,  progressive 
disease;  considering  the  fact  of  its  frequent  association  with 
syphilis  and  tuberculosis ;  and  considering  the  relationship  of 
syphilis  to  certain  chronic  nervous  diseases,  as  paresis  and  tabes 
— are  we  not  justified  in  suspecting  the  existence  of  a  morbid 
and  etiological  equivalent  in  the  three  conditions? 

The  basic  principle  of  perfect  health  is  pure  blood  and  an 
untainted  physical  make-up,  and  while  each  individual  may  possess 
an  independent  reaction  index  both  in  health  and  disease,  yet 
the  impress  of  chronic  morbid  factors,  operating  through  genera- 
tions, must  finally  be  expressed  in  a  reduction  of  the  health  stand- 
ard, in  the  scale  of  human  life. 

The  influence  of  crossing  in  the  negro  has  brought  as  its 
product  an  hybrid  type,  with  a  weakened  vital  resistance.  The 
most  potent  etiological  factor  in  the  production  of  insanity  is 
insanity  itself;  the  same  may  be  said  of  tuberculosis.  The 
scientists  tell  us  that  neither  of  these  diseases  are  transmitted  as 
such ;  but  no  student  of  anthropolog)^  would  attempt  to  deny  their 
destructive  effect  upon  the  moral  and  organic  continuity  of  the 
human  race. 

As  an  hereditary  factor,  pellagra  possibly  possesses,  along  with 
insanity  and  certain  other  chronic  organic  diseases,  an  etiological 
equivalent  in  its  own  production. 

Among  other  contributing  causes  in  the  production  of  pellagra 
I   feel   compelled   to  mention   certain   intestinal   parasites.     Dr. 
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Willets,  Pathologist  to  the  Georgia  State  Sanitarium,  has  shown 
that  out  of  five  hundred  unselected  insane  negro  females,  thirty- 
five  had  pellagra.  The  fecal  examinations  of  the  entire  number 
(500)  disclosed  the  fact  that  50  per  cent  were  infected  with  some 
form  of  intestinal  parasite,  the  percentage  and  name  of  each 
respective  parasite  being  given  in  the  table  below : 
Number 

E^xi'mTn^eT     Infections.    Ascaris.    Trichurls,    ^^ol^eT  ^-^--^l- '"'I'pir 

500  50%        28.2        40.2        18.2        II. 8        0.2 

Pellagra 

35  40%  8.57      17.14      25.71      20.0        2.86 

The  thirty-five  pellagra  cases,  of  course,  are  included  in  the 
total  number  examined ;  that  is,  five  hundred. 

You  will  observe  from  the  table  that  the  highest  per  cent  of 
infection  in  the  pellagra  cases  is  from  strongyloides  and  uncinaria. 
These  parasites  are  both  blood  suckers,  and  are  quite  hard  to  dis- 
lodge from  the  intestinal  mucosa.  Whether  their  clinical  signifi- 
cance extends  beyond  this  scope,  I  am  unable  to  say. 

I  do  not  regard  pauperism,  per  se,  of  any  value  in  the  produc- 
tion of  pellagra,  aside  from  the  unfavorable  conditions  of  habita- 
tion ;  neither  has  the  effect  of  the  sun  rays  been  satisfactorily 
analyzed.  The  question  of  contagion  received  some  support 
through  the  peculiar  development  of  the  disease  among  recent 
admits  to  hospitals  for  the  insane. 

Dr.  N.  P.  Walker,  of  the  Georgia  State  Sanitarium,  reports 
that  out  of  eightly-nine  (89)  cases  of  pellagra,  among  the  insane 
colored  females,  only  nineteen  or  twenty-one  per  cent  were 
infected  with  the  disease  at  the  time  of  admission.  The  remaining 
seventy  (70)  cases  exhibited  the  first  known  symptoms  of  pel- 
lagra after  admission. 

The  table  below  shows  approximately  the  time  of  first  known 
symptoms  after  admission,  in  the  colored  female  cases  referred 
to: 


Months 

Montbs 

Months 

One  to  four 

Five  to  eight 

Nine  to  twelve 

27 

11 

7 

Unknown 

One  to  two  years 

One  case  ten  years 

4 

20 

after  admission. 

This  table  may  be  accepted  as  representing  fairly  correctly  the 
status  of  the    (80)    cases,  more  or  less,  of  pellagra  occurring 
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among  the  white  patients  of  the  Georgia  State  Sanitarium  in  the 
last  two  years. 

In  my  opinion,  the  records  of  all  hospitals  for  the  insane  in  the 
United  States  will  show  that  50  to  75  per  cent  of  pellagrous  cases 
exhibit  the  first  known  definite  symptoms  of  the  disease  after 
admission.  Of  course,  allowance  will  have  to  be  made  for  those 
cases  of  the  manic-depressive  group,  with  a  marked  inherited 
instability — and  where  the  psychic  disturbance  is  one  of  the  very 
early  s>Tnptoms  of  pellagra.  It  is  of  interest  to  note,  in  contrast 
to  the  frequency  of  pellagra  in  the  colored  female  in  Georgia,  the 
negro  male  appears  seldom  to  suffer  from  the  disease. 

However,  so  far  as  can  be  ascertained,  there  has  never  been  a 
case  of  pellagra  to  develop  among  the  nurses,  white  or  colored, 
while  employed  as  such  in  the  Georgia  State  Sanitarium. 

Third. — Certain  pseudo-pellagrous  states  arising  from  a  general 
toxaemia,  resulting  from  a  mixed  infection  of  pathogenic  bacteria, 
are  only  mentioned  because  of  the  many  clinical  conditions  which 
seem  to  portray  a  picture  of  this  character.  More  notable  is 
this  condition  among  the  insane,  and  especially,  such  psychoses  as 
come  under  the  dementia  praecox  type.  These  patients  will  sit  in 
katatonic  stupor  with  the  buccal  cavity  full  of  offensive  saliva. 
They  will  gradually  develop  a  stomatitis  with  a  chain  of  nervous 
symptoms  and  morbid  anatomy  almost  identical  with  classic 
pellagra.  From  my  observation,  the  digestive  disturbance  with 
diarrhoea  usually  precedes  the  local  epidermal  changes,  in  these 
cases,  and  the  picture,  as  a  clinical  unity,  points  primarily  to  a 
toxic  infection  arising  either  from  a  neglected  oral  hygiene  or  a 
poisoned  saliva. 

Dr.  John  A.  Fordyce,  of  New  York,  in  a  very  excellent  paper, 
has  shown  the  very  close  relationship  of  mucous  membrane 
affections  to  certain  diseases  of  the  skin.  Many  pseudo-pellagrous 
states  are  quite  significant  in  this  connection,  as  good  observers 
have  shown  that  catarrhal  inflammations  of  the  skin  may  inter- 
change with  those  of  the  mucous  membranes — the  one  being 
active,  while  the  other  may  be  in  abeyance.  Pertinent  is  the  theory 
in  this  connection  that  certain  nervous  diseases  may  have  their 
morbid  expression  in  cutaneous  manifestations. 

The  physiologists  tell  us  that  the  nervous  system,  the  epidermis 
and  the  epidermic  tissues,  with  the  mucous   membrane  of  the 
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mouth  and  rectum,  all  have  their  histogenesis  in  the  same  embry- 
onic membrane,  that  is,  the  epiblast 

Now,  admitting  the  fact  that  the  pathognomonic  symptoms  of 
pellagra  are  shown  in  a  triad  of  morbid  conditions  visible  through 
either  one  or  all  of  these  systems — are  we  in  a  position  to  deny 
that  a  general  toxaemia,  beginning  in  the  oral  cavity,  might  not  be 
confounded  with  many  of  the  pseudo-pellagrous  states  now  exist- 
ing throughout  the  country.  Certainly  with  the  physicians  in 
Georgia,  there  is  a  disposition  to  assign  to  the  pseudo-pellagrous 
group  such  morbid  pictures  as  sustain  a  clinical  relationship  to 
chronic  syphilis  and  tuberculosis.  Especially  is  this  true  where 
syphilis  and  tuberculosis  are  associated  with  insanity,  and  the 
clinical  picture  is  one  of  a  wasting  disease  with  such  nervous 
symptoms  as  might  be  present  in  pellagra. 

Take  the  novice  and  carry  him  through  the  colored  female 
department  of  the  Georgia  State  Sanitarium,  and  you  will  hear  the 
spontaneous  expression  from  him, — Syphilis !  Tuberculosis  !  in 
reference  to  many  of  the  so-called  pellagra  cases. 

DIAGNOSIS PSYCHIC    PHENOMENA. 

I  trust,  for  lack  of  time,  I  may  be  pardoned  for  embracing  under 
this  general  heading  the  remaining  phases  of  pellagra  which  I 
desire  to  consider,  though  some  do  not  properly  belong  here. 

The  disease,  as  a  clinical  problem,  has  attracted  attention  for 
many  years  in  the  Georgia  State  Sanitarium.  It  was  construed 
as  a  morbid  attribute  to  insanity,  with  certain  nervous  and  physi- 
cal complications,  in  which  syphilis  and  tuberculosis  played  an 
important  role  as  etiological  factors. 

As  far  back  as  1898  the  records  of  the  pathological  depart- 
ment of  the  Georgia  State  Hospital  will  show  that  such  colloquial 
and  incorrect  nomenclature  as  foot  and  mouth  disease,  maras- 
mus, malignant  stomatitis,  cochin  china  diarrhoea,  tubercular 
enteritis,  and  solar  dermatitis  were  given  to  the  disease,  and  these 
phrases  are  suggestive  of  such  symptoms  as  may  have  predomi- 
nated in  the  clinical  picture  from  time  to  time.  Finally,  all  of 
this  doubt  and  confusion  as  regards  the  malady  was  concluded,  to 
a  degree,  in  the  happy  relief  afforded  by  Tropical  Aptha  or  Sprue, 
which  became  prominently  recognized  in  Georgia  through  the 
splendid  reports  of  this  disease  by  Dr.  H.  F.  Harris,  of  Atlanta. 
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With  the  advent  of  sprue,  however,  there  arose  a  narrow  but 
perplexing  chasm  in  the  differential  diagnosis  of  the  two  diseases ; 
the  differential  points  are  still  treacherous,  and  I  fear  their  sig- 
nificance lies  more  in  the  hypothesis  of  theory  than  the  practical 
arts  of  medicinal  diagnosis. 

I  shall  only  record  my  personal  observations  as  to  the  patho- 
genesis, as  the  conclusions  of  the  very  best  men  in  this  country 
and  abroad  are  practically  in  accord  as  to  the  morbid  changes. 
As  to  whether  the  disease  possesses  an  incubation  period,  the 
author  is  unable  to  say.  In  all  probability  it  does,  yet  the  writer 
has  never  seen  such  statement  from  reliable  authority.  The 
peculiar  stomatitis,  with  or  without  aphthous  deposits;  pain  in 
the  back;  a  red-brownish  pigmentation,  sometimes  of  a  fungoid 
character — about  the  face,  neck,  chest,  inner  surfaces  of  thighs, 
vulva  and  upper  folds  of  buttocks,  are,  no  doubt,  familiar  to  you 
all.  The  characteristic  epidermal  changes  about  the  elbows  and 
the  dorsal  surfaces  of  the  hands  and  feet,  varying  from  a  mere 
discoloration  of  the  skin  to  fissures  and  superficial  necroses  are 
too  common  to  dwell  on  here.  I  wish  to  say,  however,  that  often- 
times the  epidermal  changes  involve  the  palms  of  the  hands,  soles 
of  feet  and,  indeed,  quite  a  nimiber  of  instances  have  come  under 
my  observation  in  which  the  flexor  regions  of  the  wrists  have  also 
shared  in  the  necrosis.  This  is  a  rather  infrequent  condition  and 
has  not  been  observed  by  some  writers  on  the  subject.  The  en- 
largement of  the  glands  ;  the  low  haemoglobin  percentage ;  in  some 
cases  nucleated  red  cells  and  an  occasional  leukocytosis.  Ulcers 
in  the  caecum,  often  tubercular  in  character,  are  frequently  asso- 
ciated with  pellagra.  So  far  as  I  have  been  able  to  learn,  there 
has  been  nothing  of  clinical  significance  in  the  spinal  fluid.  Brown 
and  Low  observed  no  increase  of  cells  in  the  case  examined  by 
them.  The  reaction  of  the  moist  epidermal  changes  is  as  a 
general  thing  slightly  alkaline.  When  there  is  diarrhoea  the 
stools  may  be  from  three  to  fifteen  a  day,  either  slimy  pea-soup 
or  light  brown  in  color ;  sometimes  frothy,  and  of  alkaline  or  acid 
reaction.  Dysentery  may  precede  any  definite  pellagrous  symp- 
toms for  weeks  or  months.  Coarse  tremor,  with  disturbances 
of  co-ordination,  is  often  present,  depending  apparently  upon  the 
degree  of  infection. 
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The  cycle  of  the  skin  lesions  holds  no  definite  place,  as  to  develop- 
ment and  recession,  in  the  morbid  picture.  The  rash,  while  pres- 
ent more  often  in  summer,  does  appear  in  winter,  and  I  have  seen 
bullae  develop  on  the  hands,  fingers,  and  thighs,  of  white  females, 
from  twenty-four  hours  to  two  days  before  death.  Their  occur- 
rence is  indicative  of  profound  infection,  and  is  usually  associated 
with  moribund  states.  The  temperature  curve  is  void  of  typical 
features,  more  often  it  is  normal,  or  may  be  sub-normal  or  go  as 
high  as  105  degrees.  The  pulse  appears  to  bear  some  relation  to 
the  degree  of  intoxication  and  extent  of  mental  involvement.  In 
my  experience,  there  has  been  a  striking  absence  of  vaso-motor 
influence  in  relation  to  the  skin  and  its  eliminative  function ;  the 
surface,  even  in  the  delirious  forms,  being  dry  and  scaly.  I 
have  observed  multiple  abscess  in  two  cases.  The  appetite  is 
usually  poor,  in  some  cases  ravenous.  Vomiting  is  infrequent. 
The  urine  has  shown  nothing  of  clinical  value.  The  musculature 
in  mild  cases  presents  the  picture  of  fatigue  toxaemia.  The 
reflexes  may  be  exaggerated,  diminshed  or  absent.  Sensation 
among  the  insane  is  quite  variable, — it  is  hard  to  determine 
whether  there  is  any  true  alteration  or  not.  In  cases  where  the 
spinal-cord  seemed  to  be  involved,  I  have  seen  marked  intention 
tremor  simulating  pseudo-convulsive  attacks. 

In  considering  the  neuro-psychic  phase  of  pellagra,  it  will  be 
expedient  to  study,  first,  the  two  conditions  together,  without 
attention  to  their  strict  division  into  separate  clinical  entities. 
Indeed,  I  might  say,  seldom  do  we  have  in  Georgia  an  organic 
disease  of  the  nervous  system,  of  pellagrous  origin,  without  inva- 
sion of  the  psychic  realm.  On  the  contrary,  so  intimately  asso- 
ciate are  the  two  maladies  in  many  of  their  clinical  aspects  that 
we  are  often  perplexed  to  know  which,  if  either,  merits  the  place 
of  priority  in  occurrence.  An  illustration  will  more  adequately 
explain  the  confusion  which  has  risen  in  the  author's  mind  as  to 
whether  a  primary  neurosis,  of  a  non-pellagrous  etiology,  might 
exhibit  a  secondary  symptom  complex,  simulating  the  pellagrous 
syndrome.  Take,  for  example,  amyotrophic  lateral  sclerosis  com- 
plicated with  insanity — the  two  diseases  may  progress  with  the 
proponderance  of  symptoms  favoring  a  spinal  cord  lesion  as  the 
primary  site  of  invasion.  The  mental  states  may  vary  from  mild 
confusion  to  complete  delirium ;  the  reflexes  may  be  exaggerated 
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with  a  variable  Babinski  and  Gordon  paradox ;  the  patient  grad- 
ually develops  a  sore  mouth,  with  alternating  diarrhoea  and  con- 
stipation ;  later  the  skin  lesions  appear  with  variable  intensity. 
Have  we  pellagra  with  amyothrophic. lateral  sclerosis  and  insanity 
as  complications,  or  have  we  insanity  and  organic  cord  disease 
with  a  pellagrous  complex  ?  The  cord  lesions  are  usually  confined 
to  the  lateral  columns ;  the  posterior  or  sensory  may  also  be 
invaded,  especially  in  the  tabetic  forms.  The  cortical  cell  changes, 
in  the  insane,  are  probably  dependent  to  some  degree  upon  the 
type  of  psychosis  and  its  duration. 

In  our  American  nomenclature  we  have  no  distinctive  classi- 
fication for  pellagrous  insanity ;  the  different  psychic  alterations 
falling  under  such  category  as  the  symptom  complex  may  indi- 
cate— scientifically  speaking,  all  psychosis  of  pellagrous  etiology 
— excluding  organic  diseases  of  the  brain  and  nervous  system, 
should  fall  principally  under  the  intoxication  or  infective  exhaus- 
tive group.  However,  for  the  sake  of  clearness,  I  have  divided  the 
classification,  generally  speaking,  into  four  headings.  The  con- 
clusions, as  regard  the  separate  mental  reaction  states,  having 
been  obtained  by  carefully  isolating  such  symptom  groups  as  are 
more  or  less  peculiar  and  constant  in  the  different  insanity  phases. 

First. — The  cases  showing  a  profound  intoxication,  with  early 
delirium,  high  temperature  range,  with  symptoms  pointing  to 
acute  organic  changes  in  the  cord  or  brain. 

Controlling  phase :  Complete  or  incomplete  psycho-motor  sus- 
pension. 

Qassification :    Acute  Intoxication  Psychosis. 

Second. — Those  cases  of  an  apparent  mild  infection  with  some 
mental  anxiety,  apprehensive  hallucinosis,  gradually  increasing 
mental  confusion, — finally  delirium, — temperature  subnormal  or 
slightly  elevated, — this  type  usually  covering  six  weeks  to  two 
months  or  more,  ending  in  a  slow  but  progressive  exhaustion. 

Controlling  phase:  Psycho-motor  Retardation — Excitation 
(active,  passive). 

Classification :    Infective  Exhaustive  Psychosis. 

Third. — Those  cases  showing  symptoms  of  mild  melancholia, 
chronic  in  character,  with  remissions  and  exacerbations,  impend- 
ing fear,  suicidal  tendency,  due  more  to  apprehension  than  self- 
reproach  ;  temporary  recovery. 
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Controlling  phase:  Psycho-motor  Retardation  (inconstant, 
passive). 

Classification :    Symptomatic  Melancholia. 

Fourth. — Those  cases  of  mixed  type  showing  at  times  symp- 
toms of  depression,  exaltation,  confusion,  impulsive  acts,  appre- 
hensive hallucinosis,  exhaustion,  show  mental  reduction — includ- 
ing the  Dementia  Praecox  Class. 

Controlling  phase :  Psycho-motor  Retardation — Excitation 
(active,  passive,  negative). 

Classification:     Manic-depressive — allied  states. 
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THE  RAPID  SPREAD  OF  PELLAGRA  IN  THE 
UNITED  STATES. 

By  GEO.  A.  ZELLER,  M.  D., 
Superintendent  Peoria  State  Hospital,  Peoria,  III. 

To  speak  statistically  of  a  disease  regarding  which  there  are  no 
statistics  in  this  country  implies  but  one  obligation  and  that  is  to 
go  out  and  secure  the  information  upon  which  to  compile  statis- 
tics. 

This  is  precisely  what  I  have  attempted  and  in  so  doing  availed 
myself  of  the  information  possessed  by  those  who,  by  virtue  of 
the  official  positions  they  hold,  speak  in  a  measure,  with  authority, 
namely,  the  Secretaries  of  the  Boards  of  Health  of  the  several 
states  of  the  Union. 

While  there  might  be  other  avenues  of  information  that  would 
more  nearly  reveal  the  actual  condition  in  various  sections  of 
the  country,  there  would  be  lacking  that  authenticity  that  goes 
with  an  official  declaration.  The  Secretary  of  a  state  board  of 
health  must  necessarily  be  conservative. 

I  know  physicians  who  declare  that  there  are  thousands  of 
cases  of  pellagra  in  their  respective  communities  yet  the  report 
of  the  Secretary  of  the  public  health  of  that  state  may  report  but 
a  few  hundred. 

The  disease  is  not  a  reportable  one  except  in  a  single  state  of 
the  Union,  and  even  in  those  states  having  the  most  advanced 
system  of  registration  of  vital  statistics  the  Secretary  could 
scarcely  be  expected  to  know  of  any  but  those  ending  fatally. 

Only  in  case  of  an  epidemic  would  such  an  official  become  aware 
of  the  existence  of  any  considerable  number  of  cases  of  any  non- 
reportable  disease  and  then  his  attention  would  probably  only  be 
drawn  to  it  by  a  tabulation  of  the  death  certificates. 

A  great  army  of  pellagrins  in  whom  the  disease  is  present  in 
its  mildest  chronic  form,  lasting  not  infrequently  fifteen  to  twenty 
years  would  continue  unnoticed  a  long  time  by  the  public  health 
authorities  unless  attention  were  directed  to  it  by  its  fatality.     I 
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well  recall  such  an  outbreak  of  so-called  Illinois  Mange  or  Prairie 
Itch  in  which  thousands  of  cases  were  known  to  exist  in  many 
communities. 

One  would  be  sorely  puzzled  today  in  attempting  to  secure 
statistics  of  that  harmless  though  interesting  invasion.  Quite  the 
contrary  takes  place  where  a  disease  takes  a  virulent  form.  Note 
the  activity  of  the  profession  in  relation  to  Infantile  Paralysis. 

Before  its  existence  was  fairly  recognized  the  medical  press 
was  filled  with  contributions,  and  statistics  were  gathered  from 
every  section  of  the  country,  one  rural  county  in  Nebraska  show- 
ing a  larger  percentage  of  cases  than  any  other  community  in 
the  United  States. 

It  did  not  spare  the  children  of  the  rich;  the  death  rate  was 
high  and  in  those  unfortunate  enough  to  survive  there  was  left 
a  train  of  deformity  and  helplessness  that  stimulated  the  activity 
of  every  great  research  laboratory  of  the  country.  It  would  be 
even  so  with  pellagra  were  it  to  appear  in  similar  strata  of  society 
and  in  its  more  virulent  form.  A  strawberry  tongue,  a  few  aphth- 
ous patches  in  the  mouth,  a  mild  diarrhoea  followed  by  slight  red 
areas  on  the  knuckles  of  both  hands,  their  rapid  confluence  into 
a  bright  erythema  with  consequent  vesication  and  rapid  exfolia- 
tion, a  progressive  aggravation  of  all  these  symptoms  and  a 
gradual  coma  and  death  all  within  two  weeks,  with  the  patient 
at  no  time  exhibiting  evidences  of  severe  pain  or  suffering,  would 
cause  the  world  to  take  notice  if  it  afflicted  any  considerable  num- 
ber of  people  of  prominence. 

Yet  this  is  the  picture  as  I  have  seen  it  many  times  and  even 
within  the  past  few  weeks  and  in  persons  of  splendid  physique. 
The  great  drawback  to  arousing  public  interest  in  pellagra  is  the 
fact  that  in  our  northern  states  it  is  for  the  present,  restricted 
largely  to  the  inmates  of  the  insane  asylums  and  in  the  south 
finds  most  of  its  victims  among  the  poor. 

They  consoled  themselves  with  this  thought  in  Italy  for  half  a 
century  until  the  alliteration  Padrone,  Polenta  and  Pellagra  caused 
it  to  be  known  as  the  disease  of  the  three  P's,  Padrone  standing  for 
the  poverty  stricken  masses.  Polenta  for  the  impure  corn  meal 
mush  constituting  the  principal  diet  of  this  class  and  Pellagra, 
signifying  rough  skin,  the  inevitable  consequence  of  the  combina- 
tion of  the  first  two. 
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To  speculate  upon  theories  of  origin  is  not  a  part  of  the  sub- 
ject assigned  me  or  embraced  in  this  paper.  My  part  in  this  pro- 
gram is  to  treat  of  the  spread  of  pellagra  in  the  United  States  and 
the  word  rapid  has  been  wisely  included. 

Observed  but  once  in  the  United  States  in  the  previous  century, 
interest  in  the  disease  was  so  remote  that  no  American  text-book 
treated  of  it  until  last  year  and  if  it  was  mentioned  anywhere  it 
was  in  some  of  the  standard  dictionaries.  Invariably  the  state- 
ment was  made  or  the  inference  remained  that  the  disease  was 
of  little  consequence  to  us  in  the  United  States  since  it  does  not 
occur  here.  This  would  be  a  delightful  assurance  if  true  and 
would  scarcely  be  questioned  by  the  medical  men  of  New  Eng- 
land or  the  Northwestern  states,  A  far  different  condition  is 
revealed  in  other  sections  of  the  country. 

In  1909  Drs.  Babcock  and  Williams  were  instrumental  in  as- 
sembling a  conference  on  pellagra  in  Columbia,  South  Carolina, 
which  more  than  300  physicians  attended.  That  meeting  and  the 
subsequent  interest  it  aroused  revealed  the  existence  of  the  disease 
to  an  extent  that  no  one  would  have  previously  admitted  and 
since  then  it  has  been  recognized  in  territory  previously  believed 
to  be  immune.  It  was  my  privilege  to  present  seven  typical  cases 
to  the  dermatological  section  of  the  American  Medical  Associa- 
tion in  1910  and  I  recall  the  crush  that  ensued  when  the  doors 
were  opened.  I  came  home  feeling  that  2500  physicians  had  seen 
the  cases.  A  recent  writer  states  that  more  than  4000  saw  them. 
I  have  heard  from  many  of  them  since  and  have  incidentally 
learned  of  the  existence  of  the  disease  in  many  hitherto  unsus- 
pected sections  of  the  country. 

The  rapid  spread  of  the  disease  may  be  traceable  in  a  measure 
to  the  awakened  interest  of  the  profession  but  even  the  most  pro- 
nounced skeptic,  on  seeing  a  sharply  outlined  case  could  not  for 
a  moment  bring  himself  to  believe  that  so  striking  a  clinical  pic- 
ture had  been  overlooked  in  any  considerable  number  of  cases  in 
years  past.  A  careful  search  reveals  the  fact  that  such  omis- 
sions have  occurred  but  one  inevitably  comes  to  the  conclusion 
that  the  number  of  cases  was  exceedingly  limited. 

In  addressing  many  county  and  district  medical  societies  on  the 
subject  and  thereby  coming  in  contact  with  a  large  number  of 
observant  physicians  I  find  that  few  of  them  recall  having  en- 
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countered  any  such  condition  as  fits  the  cHnical  picture  of  pellagra. 
Hence,  we  must  infer  that  the  disease  is  spreading  and  spread- 
ing rapidly.  Its  spread,  too,  seems  to  be,  with  few  exceptions, 
extending  over  contiguous  territory,  as  shown  by  a  map  which 
I  recently  prepared  for  Lippincott's. 

For  instance,  no  case  has  been  reported  in  Colorado,  Idaho, 
Minnesota,  Montana,  Nebraska,  Nevada,  New  Mexico,  N.  Dakota, 
S.  Dakota,  Oregon,  Utah,  Wisconsin  or  Wyoming. 

Likewise  a  clear  bill  of  health  comes  from  Connecticut,  Maine, 
Delaware,  New  Jersey,  Massachusetts,  New  Hampshire  and  New 
York. 

The  states  in  which  the  disease  occurs  may  be  divided  into 
two  classes,  namely,  those  in  which  the  disease  is  prevalent  and 
those  in  which  it  has  been  recognized  in  less  than  a  hundred 
cases.  These  states,  with  the  authentic  number  of  cases  are  as 
follows : 

California 4.  2  dead. 

North  Carolina 2000. 

South  Carolina 1000. 

Florida    100,  47  dead. 

Georgia  2000. 

IlHnois 300,  125  dead. 

Iowa 3,  all  dead. 

Indiana   i- 

Kentucky    30,  8  dead. 

Kansas 2,  i  dead. 

Maryland lO,  6  dead. 

Michigan 2,  both  dead. 

Mississippi  500,  "  high  mortality." 

Oklahoma 20,  12  dead. 

Ohio 3- 

Oregon   i,  dead. 

Pennsylvania  210  (recognized  1910). 

Rhode  Island 3,  i  dead. 

Tennessee 200,  100  dead. 

Texas 200,  150  dead. 

Vermont  3,  all  dead. 

Virginia 400,  200  dead. 

West  Virginia i  (diagnosed  after  death). 

Washington  2,  both  dead. 

Our  Insular  Possessions  are  more  fortunate.  Official  reports 
from  Hawaii,  Guam,  The  Philippines  and  Porto  Rico  show  no 
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pellagra  and  in  the  Canal  Zone  the  few  cases  reported  were  among 
the  natives  only. 

Dr.  Decks,  Chief  Clinician  of  the  Canal  Zone  paid  a  special 
visit  to  the  Peoria  State  Hospital  to  observe  the  cases  there  and 
it  was  his  opinion  that  among  the  thousands  of  laborers  working 
in  the  heat  of  the  tropical  sun  no  such  phenomena  have  been  ob- 
served. 

The  situation  is  therefore  all  the  more  grave  in  that  the  spread 
of  pellagra  is  limited  to  the  continental  portion  of  the  United 
States.  Its  extension  to  the  unaffected  area  is  but  a  matter  of 
time  if  its  past  march  is  any  criterion.  Should  it  assume  the  pro- 
portions noted  in  Italy,  Roumania  and  the  Tyrol,  it  will  become 
more  than  a  matter  of  local  interest  and  the  resources  of  the 
National  Government  will  have  to  be  drawn  upon  to  intelligently 
cope  with  the  situation. 

National  Commissions  have  been  named  to  meet  problems  much 
less  serious.  Down  along  the  Rio  Grande  an  army  is  mobilized 
and  in  the  field  prepared  to  meet  an  invasion,  the  danger  of  which 
is  insignificant  when  compared  with  this  insidious  disease.  A 
fraction  of  the  expense  of  maintaining  this  force  for  a  single 
day  would  keep  a  commission  for  the  study  of  pellagra  supplied 
with  ample  funds  for  an  entire  year. 

The  foes  of  the  Nation  can  be  seen  and  recognized  and  met  on 
the  battlefield.  The  enemies  of  the  public  health  are  invisible  and 
in  case  of  pellagra,  inscrutable.  Its  advent  is  so  recent  and  its 
manifestations  cover  such  a  wide  range  that  there  is  room  for 
honest  differences  of  opinion  in  the  minds  of  the  student  but  I 
know  of  no  disease,  once  clearly  diagnosed,  in  which  there  is  a 
higher  rate  of  mortality  than  in  pellagra. 

While  considered  an  alarmist  on  the  subject  I  have  intention- 
ally become  a  conservative  when  dealing  with  actual  figures,  I 
have  shown  an  official  accounting  for  more  than  7000  cases  in 
the  United  States  but  have  had  opinions  from  those  who  know 
that  there  are  that  many  cases  in  a  single  state  of  the  Union. 
This  statement  I  do  not  care  to  embody  in  this  article. 

I  know  what  a  voice  from  this  society  means.  Its  charter  is 
older  than  that  of  the  American  Medical  Association  and  its 
members  are  directly  responsible  for  the  daily  existence  of  more 
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than  two  hundred  thousand  unfortunates  who  are  bereft  of  reason. 
I  feel  that  I  am,  in  a  sense,  committing-  the  organization  to  the 
expression  of  an  opinion  that  may  give  alarm  but  am  fully  satisfied 
that  the  situation  is  such  as  to  justify  the  most  serious  considera- 
tion of  the  profession  as  well  as  of  the  custodians  of  the  public 
health. 

DISCUSSION. 

Dr.  Priddy. — Pellagra  has  been  recognized  in  Virginia  only  for  about 
four  years,  and'  for  the  first  year  it  was  for  the  most  part  confined  to 
patients  in  the  State  hospitals  for  the  insane,  but  since  then  there  has  been 
a  marked  increase  in  its  prevalence  in  private  practice  throughout  the 
State,  or  rather,  the  average  country  practitioner  is  now  frequently  recog- 
nizing it  as  a  rather  commonplace  disease,  and  in  my  opinion  there  can 
be  no  question  as  to  its  increase.  So  far  as  the  experience  of  the  physicians 
of  Virginia  has  gone,  there  seems  to  be  no  special  or  specific  treatment 
productive  of  permanent  good.  Some  physicians  report  marked  benefit 
from  the  administration  of  urotropin,  while  others  claim  to  have  used 
cacodylate  sodium  with  good  results,  but  the  prevailing  treatment  is  to 
improve  the  general  condition  of  the  patient  by  nutritious  food  and  sup- 
portive tonic  treatment.  Improvement  is  quite  frequent  for  greater  or 
lesser  durations  of  time,  some  few  physicians  claiming  to  have  had  com- 
plete recoveries  in  their  practice.  It  has  been  observed  in  many  cases 
that  there  is  marked  improvement  in  the  fall  and  winter  months,  with 
recurrences  in  the  warm  weather  of  spring  and  summer.  One  physician 
within  my  experience  has  become  so  impressed  with  this  fact  that  he 
uses  the  old  and  homely  Southern  adage  in  saying  that  a  pellagra  patient 
always  has  the  "  luck  of  a  lousy  calf,  living  through  the  winter  and  dying 
in  the  spring." 

I  do  not  believe  that  the  maize  theory  is  a  well  founded  one,  as  to 
causation  of  the  disease  in  the  Southern  States.  In  Virginia  cornbread 
has  been  the  chief  cereal  food  from  the  foundation  and  settlement  of  the 
State  in  1607  to  within  the  last  20  or  25  years,  wheatbread  having  been 
for  more  than  200  years  eaten  for  the  most  part  by  the  better  class  of 
people,  and  by  reason  of  the  fact  that  com  and  wheat  were  at  a  consider- 
able disparity  in  price  up  to  25  years  ago,  the  working  class  of  whites 
constituting  as  sturdy  and  healthy  a  yeomanry  as  the  world  has  ever  seen, 
used  cornmeal  for  bread  daily,  and  the  same  applies  to  the  population 
of  negro  slaves  among  which  insanity,  tuberculosis  and  lues  were  prac- 
tically unknown  until  after  the  Civil  War.  The  prevailing  daily  food  ration 
of  the  latter  class  consisted  of  one-half  pound  of  meat  and  a  half  gallon  of 
cornmeal,  with  occasional  articles  of  mixed  vegetable  diet,  wheat  flour 
having  been  allowed  only  on  Sundays.  Within  the  last  25  years  wheat 
and  corn  have  become  so  near  the  same  price  that  wheat  flour  has  be- 
come the  breadstuflf  of  all  classes  of  population,  almost  to  the  exclusion 
of  cornbread. 
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I  do  not  believe  that  any  one  of  the  assigned  theories  would  hold  good 
in  the  Southern  States  as  a  specific  cause  of  pellagra,  but,  on  the  other 
hand,  I  doubt  whether,  after  proper  research  and  experience,  pellagra 
would  be  accorded  a  place  as  a  disease  entity,  and  am  inclined  to  the 
opinion  that  it  would  be  considered  in  the  light  of  a  symptomatic  mani- 
festation of  some  other  disease  or  the  result  of  some  complex  diseased 
condition. 

In  reply  to  a  question  from  Dr.  Zeller,  who  stated  that  reports  from 
Virginia  for  1910  showed  that  there  were  about  400  cases  of  pellagra  in 
the  State  during  that  year,  as  to  the  approximate  number  of  cases  of 
pellagra  now  in  the  State,  I  was  rather  surprised  to  learn  that  so  many 
cases  had  been  reported,  but  I  have  every  confidence  in  the  accuracy  of  the 
Virginia  State  health  department,  and,  accepting  that  number  as  correct, 
I  believe  nearly  double  that  number  will  be  reported  during  the  year  191 1. 

Dr.  Buchanan. — The  subject  of  pellagra  is  one  that  has  recently 
attracted  wide  attention  throughout  the  South,  as  well  as  some  of  the 
middle  Western  States,  because  it  has,  since  1907,  become  so  prevalent  in 
these  sections  as  to  be  regarded  as  a  serious  menace.  It  is  with  some 
hesitancy  that  I  speak  of  this  subject,  because  I  have  nothing  new  to  tell 
you,  and  it  is  a  regrettable  fact  that  none  of  us  know  anything  that  is 
certain  as  to  its  etiology,  but  I  feel  warranted  in  saying  that  we  shall  soon 
know  something  definite,  because  there  are  quite  a  number  of  painstaking 
students  who  are  studying  the  disease  from  different  viewpoints. 

In  a  general  way  students  of  pellagra  have  divided  themselves  into  two 
groups ;  viz.,  the  zeists,  who  believe  that  in  some  way  damaged  maize  is 
an  etiological  factor  in  producing  the  disease,  and  the  anti-zeists,  who 
oppose  this  view. 

The  zeists  include  by  far  the  largest  number  of  students  of  the  disease, 
but  they  are  not  altogether  in  accord  as  to  the  exact  cause. 

The  specific  cause  has  been  attributed  to  molds,  bacteria,  rotten  corn, 
smut  and  protozoa  in  which  maize  is  considered  the  host  or  carrier  of  the 
germ,  but  in  some  way  the  disease  has  been  associated  with  the  use  of 
Indian  maize.  The  Italian  maize  theory  is  based  upon  the  facts,  first  that 
maize  was  a  staple  diet  in  all  pellagrous  countries ;  second,  that  pellagra 
was  endemic  in  all  countries  where  maize  was  produced,  and  third,  that 
symptoms  similar  to  pellagra  could  be  produced  in  animals  by  feeding 
them  on  damaged  corn.  Lombroso  was  the  chief  exponent  of  this  idea, 
and  his  theory  was  that  certain  fungi,  penicillium  and  aspergillus  found 
on  maize  when  exposed  to  dampness  and  heat,  developed  a  toxic  poison, 
which  when  taken  into  the  system  caused  pellagra.  He  also  made  an 
alcoholic  extract  from  damaged  maize,  with  which  he  produced  in  both 
animals  and  men  symptoms  similar  to  pellagra. 

While  we  must  admit  that  much  of  the  evidence  that  has  been  produced 
is  unsatisfactory,  yet  until  something  more  definite  and  conclusive  is  pre- 
sented, we  cannot  afford  to  lightly  pass  over  the  opinions  of  those  who 
have  lived  with  and  studied  the  disease  for  generations.     The  Italians, 
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at  least,  consider  the  question  practically  settled,  and  adopting  the  theory 
of  damaged  maize,  the  government  instituted  prophylactic  measures,  which 
comprised  the  inspection  and  testing  of  corn  and  meal  brought  in  at 
the  frontiers,  and  the  prohibition  of  the  sale  of  maize  for  food  if  found 
to  be  damaged. 

Since  this  determined  fight  against  damaged  maize  was  instituted,  the 
percent  of  pellagra  has  been  greatly  reduced,  and  it  is  admitted  that  good 
results  have  been  obtained  from  these  measures. 

Corn  is  too  valuable  a  factor  in  the  dietary  of  the  Southern  people  to 
think  of  discarding  it,  and  no  one  has  even  contemplated  that,  nor  does 
any  one  claim  that  pellagra  is  produced  by  eating  wholesome  corn  meal. 
The  danger  lies  in  the  corn  that  has  become  damaged  in  either  being 
harvested  before  it  was  fully  matured  and  dried  in  the  fields,  or  the  corn 
or  meal  having  become  damp,  heats  and  deteriorates  after  being  stored. 

A  pertinent  question  is,  why  is  it  we  have  not  had  pellagra  in  the  South 
before,  since  cornbread  has  been  a  most  important  factor  as  a  food  for 
at  least  a  century?  How  long  we  may  have  had  it  is  not  known,  but 
certainly  it  has  increased  and  spread  very  materially  during  the  last  few 
years. 

If  the  maize  theory  is  correct,  then  the  condition  must  result  from 
causes  that  did  not  exist  prior  to  the  appearance  of  the  disease.  I  am 
sure  the  facts  will  bear  out  the  statement  that  the  corn  and  meal  shipped 
South  is  not  always  as  wholesome  as  it  should  be.  The  summers  of  the 
North  are  often  too  short  for  corn  to  fully  mature  and  dry  before  it  is 
harvested,  and  when  shipped  South  in  that  condition,  it  heats,  sweats  and 
is  wholly  unfit  for  human  food.  It  has  also  been  claimed  that  the  method's 
of  cultivation  and  harvesting  in  the  South  have  changed  in  many  localities. 
The  countries  in  which  pellagra  has  been  so  serious  are  those  possessing 
very  poor  peasants,  and  often  maize  is  their  only  food. 

In  the  South,  cornbread  is  a  staple  article  of  food,  but  at  the  same  time 
this  is  varied  by  eating  wheatbread,  potatoes  and  other  vegetables,  and  as 
long  as  cornbread  forms  only  one  item  of  a  diet  there  is  not  much  danger 
of  pellagra  becoming  a  scourge. 

My  personal  observations  have  been  quite  limited,  but  of  the  cases  I 
have  seen,  all  have  been  in  the  habit  of  eating  cornmeal  in  some  form. 
Several  claimed  they  had  always  used  meal  from  home-grown  corn,  but 
that  does  not  prove  that  home  corn  may  not  have  been  damaged.  I  have 
seen  patients  who  were  convalescing  from  pellagra,  relapse  after  eating 
cornbread  that  was  wholesome.  My  study  and  observation  of  the  disease 
lead  me  to  believe  that  there  is  a  connection  between  pellagra  and 
damaged  maize,  but  at  the  same  time,  I  have  no  right  to  such  belief. 
Neither  am  I  so  fixed  in  this  belief  that  the  opinions  of  the  anti-zeist 
should  have  no  consideration. 

Some  of  the  French  schools  deny  that  pellagra  is  a  morbid  entity,  and 
claim  the  conditions  are  those  incident  to  depressed  states,  and  in  support 
of  that,  it  is  stated  that  the  disease  is  most  frequently  seen  among  the 
poor  and  illy  nourished  peasants  of  continental  Europe,  and  insane  hospi- 
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tals,  where  the  inmates  are  largely  made  up  from  the  ranks  of  those  who 
suffer  from  some  depressing  nervous  condition. 

Dr.  Sambon  of  the  London  School  of  Tropical  Medicine  does  not 
believe  pellagra  to  be  a  food  disease,  or  to  be  due  in  any  way  to  unsound 
maize,  but  thinks  it  is  probably  protozoal  in  origin.  Among  his  reasons 
for  this  belief  are :  first,  the  total  absence,  or  extreme  rarity,  of  pellagra  in 
certain  sections  where  maize  forms  the  staple  food  of  the  population; 
second,  the  presence  of  the  disease  outside  the  area  of  maize  culture,  and 
in  people  who  have  never  partaken  of  this  cereal  as  a  food;  third,  the 
similarity  of  symptoms  (early  skin  eruptions,  and  late  nervous  manifesta- 
tions) with  such  protozoal  diseases  as  syphilis  and  sleeping  sickness. 

It  is  further  shown  that  pellagra,  syphilis  and  sleeping  sickness  are 
slow  progressive  toxemias,  with  definite  and  distinct  remissions  that 
prodromes  of  general  malaise,  such  as  headache,  languor  and  digestive 
disturbances  are  exhibited  by  all  diseases  of  microbic  nature.  There  is  a 
characteristic  skin  eruption  in  all  these  diseases,  especially  that  of  pellagra 
and  syphilis,  which  are  symmetrical,  but  in  sleeping  sickness  there  is  no 
definite  arrangement. 

In  the  general  symptoms  of  the  three,  there  is  a  tendency  to  weakness, 
especially  in  the  lower  limbs  of  pellagrins  and  paretics.  There  is  a  pro- 
gressive anemia  and  emaciation,  and  the  nervous  symptoms  of  pellagra 
and  general  paresis  are  very  similar.  In  fact  pellagra  may  be  classed  with 
general  nervous  diseases,  such  as  cerebral  syphilis  and  general  paresis  of 
the  insane. 

This  is  a  subject  of  peculiar  interest  to  our  association  since  it  has  been 
classed  as  a  nervous  disease. 

Briefly,  the  disease  manifests  itself  in  early  spring  and  summer.  The 
earlier  symptoms  point  to  the  gastro-intestinal  tract,  producing  diarrhoea, 
gastritis  and  stomatitis  often  with  profuse  salivation.  In  some  cases  the 
dermatitis  may  develop  first.  This  consists  of  a  bright  or  livid  red 
erythema,  usually  showing  symmetrically  on  the  hands,  forearms,  face 
and  any  other  surface  of  the  body  that  has  been  exposed  to  the  sun. 
The  later  manifestations  are  the  nervous  and  mental  symptoms. 

Pellagrous  insanity  does  not  present  symptoms  peculiar  to  this  disease, 
but  it  usually  assumes  the  type  of  melancholia,  with  more  or  less  stupor, 
but  in  some  cases  there  is  acute  delirium  with  quite  a  bit  of  mental  ex- 
citement. Manic  depressive  insanity  is  the  best  term  for  the  mental 
manifestations. 

In  the  last  stages  there  are  marked  cerebro-spinal  symptoms,  very 
similar  to  tabes  and  cerebro-spinal  syphilis.  Often  there  is  quite  a  good 
deal  of  neuritis  causing  much  pain  and  inconvenience.  Patients  are  often 
very  nervous  and  easily  excited,  with  exaggerated  reflexes. 

The  treatment  that  has  given  best  results  in  our  wards  consists  of  arsenic 
in  some  form.  In  acute  stages  we  first  gave  atoxyl.  Later  arsenite  of 
iron  was  used  largely,  but  we  get  best  results  from  cacodylate  of  soda. 
Salvarsan  was  tried,  but  with  no  appreciable  benefit. 
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In  extreme  cases  Dr.  Cole,  of  Mobile,  has  had  good  results  by  intrave- 
nous injections,  preferably  from  a  convalescent  pellagrin.  Of  course 
tonics  and  nourishing  diets  are  indicated. 

Zinc  oxide  gave  good  results  for  the  skin  lesions,  but  don't  know  that 
this  is  any  better  than  other  bland  and  soothing  ointment.  This  being  a 
very  exhausting  disease,  convalescence  is  slow,  requiring  tonics  of  iron, 
quinine  and  strychnine  to  build  them,  and  during  this  time  special  attention 
must  be  given  to  the  diet,  which  should  be  absolutely  free  from  corn  in 
any  form.  Fruits  and  vegetables  are  indicated  unless  there  is  a  disturb- 
ance of  the  stomach  and  bowels.  Patients  must  not  be  exposed  to  the 
sun,  and  Dr,  Bass,  of  New  Orleans,  recommends  removal  to  cold  weather. 

Dr.  iMoody. — ^I  have  enjoyed  Dr.  Zeller's  paper  very  much  and  it  is  in- 
structive and  interesting.  I  believe  he  is  entirely  correct  in  the  opinion 
that  pellagra  is  increasing  all  over  the  country  and  that  we  may  see  a 
still  greater  increase  in  the  number  of  cases  in  1912.  I  am  inclined  to 
venture  to  take  issue  with  the  speakers  here  to-day  on  pellagra  with 
reference  to  the  prognosis.  It  has  not  been  my  experience  to  see  the 
mortality  rate  so  high.  However,  my  observation  and  treatment  of  about 
seventy-five  cases  has  been  exclusively  with  private  patients  who  are  able 
to  afford  all  the  comforts  that  can  be  bestowed  upon  them,  and  to  have 
all  the  careful  and  painstaking  nursing  and  care  that  can  do  them  any 
good,  and  as  the  reports  here  to-day  so  far  have  been,  I  believe,  with 
reference  to  pauper  cases  in  the  main,  this  may  be  the  cause  of  the  differ- 
ence in  opinion  in  the  prognosis. 

While  I  have  not  made  a  definite  tabulation  of  my  cases,  I  believe  the 
death  rate  so  far  is  below  25%.  All  of  these  cases  manifested  either 
nervous  or  mental  derangement  when  they  came  into  my  hands,  which 
indicates  that  they  were  not  many  of  them  mild  cases. 

Since  no  specific  for  pellagra  has  been  found  so  far,  careful  nursing 
and  attention  given  the  patient  as  well  as  good  hygienic  environment  pre- 
ceding the  development  of  the  disease  are  probably  the  most  important 
elements  in  the  prognosis.  Our  treatment  has  been  greatly  symptomatic, 
looking  carefully  after  the  gastro-intestinal  tract  and  the  nourishment,  and 
keeping  the  patient  quiet  and  outdoors  in  the  fresh  air  as  much  as  possible. 

As  to  the  routine,  we  have  come  to  give  cacodylate  of  soda,  one  grain 
a  day,  hypodermically.  'Whether  this  has  really  accomplished  a  great  deal 
I  am  not  prepared  to  say.  We  have  administered  "  606 "  in  these  cases 
several  times  and  each  time  there  seems  to  have  been  some  temporary 
improvement  following,  but  the  reaction  has  been  so  severe  each  time,  and 
the  results  so  qestionable,  that  we  have  come  to  hesitate  to  give  it,  and 
are  now  undecided  as  to  whether  we  will  continue  to  administer  it  in 
some  cases  or  not. 

Dr.  Frank  Woodbury. — The  subject  of  pellagra  has  been  so  thoroughly 
covered  in  the  communication  that  has  just  been  read,  that  there  seems 
little  left  to  say.    It  occurred  to  me,  however,  that  it  might  be  of  interest 
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if  I  might  refer  briefly  to  the  subject  of  pellagra  as  it  is  found  in  the  West 
Indies.  Last  year  I  visited  the  hospitals  for  the  insane  in  Cuba,  Jamaica, 
Porto  Rico,  Barbadoes,  Trinidad  and  Bermuda,  and  also  the  United 
States  Government  Hospital  at  Aucon  on  the  canal  zone,  and  made  special 
inquiry  with  regard  to  the  prevalence  of  this  disease.  The  only  cases  that 
I  saw  were  at  the  English  hospital  at  Kingston,  Jamaica,  and  these  were 
not  well  marked.  I  was  there  informed  that  pellagra  showed  a  disposition 
to  seasonable  exacerbations,  there  being  a  number  of  cases  observed  in  the 
spring  time  among  the  natives  who  were  brought  into  the  hospital  for 
the  insane.  Some  of  these  patients  recovered,  others  died,  but  no  more 
would  come  in  until  the  next  spring.  The  cause  was  recognized  as  poison- 
ing by  some  ingredient  of  spoiled  maize.  Debilitated  persons  are  more  apt 
to  be  attacked  and  such  cases  usually  succumb  to  the  disease.  The  only 
treatment  that  has  yielded  good  results  is  improved  diet  and  some  arsen- 
ical preparation.  Six  men  and  four  women  were  in  the  infirmary  at  the 
time  of  my  visit  and  they  all  appeared  to  be  recovering.  They  all  exhibited 
the  peculiar  skin  lesions  on  the  wrists,  ankles  and  face.  In  the  other 
islands  cases  of  pellagra  appeared  sporadically  and  rarely.  At  George- 
town, Barbadoes,  (no  distinction  is  made  between  pellagra  and  psilosis) 
there  is  only  an  occasional  case  and  it  is  usually  fatal.  At  the  Port  of 
Spain,  Island  of  Trinidad,  the  disease  is  rare  and  no  illustrative  case  was 
in  the  hospital.  At  Bermuda  it  is  of  very  rare  occurrence,  almost  unknown. 
No  cases  were  seen  at  Mazorra,  the  large  hospital  for  the  insane  near 
Havana  (2200  patients),  nor  at  San  Juan,  Porto  Rico  (330  patients),  and 
it  was  not  regarded  as  of  much  importance  by  the  Spanish  physicians. 
As  to  the  pathology,  it  would  appear  that  there  is  a  toxic  agent  developed 
in  the  spoiled  corn  meal  which  acts  powerfully  upon  the  neurons  of  the 
brain  and  spinal  cord  so  as  to  secondarily  influence  the  trophic  processes 
in  the  skin,  or  it  may  weaken  the  resistive  power  of  the  skin,  so  that  the 
activic  and  x-rays  in  the  sunlight  produce  dermic  lesions  resembling  x-ray 
burns  in  their  tardy  progress  towards  recovery  and  resistance  to  treat- 
ment. The  skin  lesions  are  only  incidental  to  a  systematic  intoxication 
which  disturbs  metabolism  throughout  the  body,  and  causes  a  form 
of  mental  disorder  that  is  partly  of  a  toxic  nature  and  partly  exhaustive 
in  character,  and  is  usually  progressive  and  intensifies  as  the  fatal  termin- 
ation approaches. 

Dr.  Perry. — The  nervous  and  mental  symptoms  are  among  the  most  im- 
portant found  in  pellagra.  The  disease  attacks  the  central  nervous  system 
most  frequently  and  mental  symptoms  are  observed  in  practically  all  cases. 
In  some  instances,  however,  the  peripheral  nerves  are  attacked  at  a  com- 
paratively early  state,  producing  a  neuritis  which  may  exist  for  months 
before  the  more  usual  nervous  and  mental  manifestations  develop.  I 
reported  such  a  case  at  the  meeting  of  the  Association  last  year.  This 
patient,  in  the  beginning,  suffered  from  what  appeared  to  be  an  ordinary 
multiple  neuritis  and  a  diagnosis  of  pellag^ra  could  not  be  made  until  quite 
a  while  later  when  the  development  of  a  typical  dermatitis,  gastro-intestinal 
22 
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derangement,  and  the  characteristic  mental  ssmiptoms  made  the  case  a 
perfectly  clear  one.  The  mental  state  associated  with  pellagra  is  usually 
that  of  depression.  This  condition  is  so  frequently  present  that  it  is 
given  as  one  of  the  cardinal  symptoms  along  with  dermatitis  and  diarrhoea. 
In  the  earlier  stages  it  may  be  no  more  pronounced  than  the  depression  of 
spirits  often  seen  in  other  chronic  states  of  ill  health,  but  later  in  the 
disease  it  often  assumes  a  quite  characteristic  form.  It  is  then  a  de- 
pression with  periods  of  excitement.  The  patient,  while  profoundly 
depressed,  will  have  attacks  of  screaming,  become  violently  excited  and 
act  at  times  as  if  trying  to  escape  from  something.  These  attacks  are 
sometimes  referred  to  as  maniacal  outbursts,  but  they  are  really  states  of 
excitement,  and  associated  as  they  are  with  severe  depression  are  quite 
characteristic. 

Regarding  Dr.  Zeller's  paper  dealing  with  the  prevalence  of  pellagra 
I  am  inclined  to  a  somewhat  more  conservative  opinion  than  that  indicated 
by  the  statistics  quoted.  That  this  disease  is  prevalent  in  some  sections 
to  an  alarming  extent  and  is  rapidly  assuming  a  place  as  a  serious  problem 
pertaining  to  public  health  is  beyond  question,  but  statistics  concerning 
a  comparatively  new  disease  with  which  so  large  a  number  of  the  pro- 
fession are  unfamiliar  are  very  liable  to  be  erroneous.  I  am  convinced 
that  many  cases  have  been  reported  as  pellagra  which  were  not  correctly 
diagnosed.  I  saw  a  case  illustrative  of  this  point  not  long  ago.  The 
patient,  an  old  man  who  presented  senile  changes  with  poor  circulation 
in  the  skin  on  the  dorsum  of  the  hands,  was  without  any  other  symptoms 
diagnosed  as  a  case  of  pellagra  by  a  man  who  is  considered  quite  an  expert 
on  this  subject.  I  believe  we  should  be  rather  conservative  about  accepting 
such  statistics  at  their  face  value. 
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DR.  LOUIS  CLARK  PETTIT. 

By  the  death  of  Dr.  Louis  Clark  Pettit,  which  took  place  on 
June  2,  1910,  after  a  lingering  illness,  the  Manhattan  State  Hos- 
pital has  lost  one  of  its  oldest  medical  officers.  The  disease, 
B right's,  began  to  make  inroads  upon  his  constitution  some  months 
before  his  death,  which  took  place  at  St.  Luke's  Hospital,  New 
York   City. 

Louis  Qark  Pettit  was  born  at  Lisbon,  Ohio,  on  March  26, 
1858.  His  grandparents,  Stacy  and  Rebecca  Pettit,  were  hardy 
pioneer  Quakers  of  Bucks  County,  Pennsylvania,  who  drove 
across  country  to  Ohio  in  the  days  when  the  region  was  unsettled, 
except  for  a  little  colony  at  Marietta.  They  bought  a  hundred 
and  sixty  acres  of  land  not  far  from  the  Ohio  River,  built  a  log 
house  and  reared  a  family  of  eleven  children.  One  of  their  sons, 
Stacy  Pettit,  Jr.,  afterwards  became  an  architect  and  builder  in  the 
town  of  Lisbon  near  by.  He  married  Miss  Grisella  Clark,  and 
to  them  were  bom  two  sons,  James  Sumner  and  Louis  Clark. 
Stacy  Pettit,  Jr.,  served  his  country  during  the  whole  period  of 
the  Civil  War,  with  the  rank  of  Captain.  The  elder  son,  James 
Sumner,  entered  West  Point  Military  Academy  in  1872,  and 
graduated  with  high  honors.  Although  he  died  recently,  at  the 
age  of  fifty-one,  he  had  a  very  distinguished  military  career, 
serving  in  the  Philippines,  and  also  in  Cuba  as  Colonel  of  the 
Thirty-first  Volunteers.  Colonel  Pettit  was  for  some  years  an 
instructor  in  higher  mathematics  at  West  Point,  and  also  Pro- 
fessor of  Military  Science  at  Yale  University. 

The  younger  son,  Louis  Clark,  after  completing  high  school, 
spent  four  years  in  a  drug  store  at  home,  after  which  he  entered 
the  Philadelphia  College  of  Pharmacy,  graduating  in  1880.  After 
a  short  time  in  the  drug  business  in  Mobile,  Alabama,  he  came 
North  and  entered  upon  the  medical  course  at  the  University 
of  Pennsylvania.  In  1883  he  received  his  degree,  with  "  Honor- 
able Mention  "  for  thesis  on  Eugenol,  and  "  Distinguished  Merit " 
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for  thesis  on  Hypertrophic  Cirrhosis  of  the  Liver.  For  the  first 
five  years  he  practiced  medicine  in  Bismarck,  Dakota,  during  which 
time  he  held  the  rank  of  Assistant  Surgeon  General  in  the  Dakota 
National  Guard. 

In  1889  he  was  appointed  on  the  staff  of  physicians  at  the  New 
York  City  Asylum  for  the  Insane,  which  later  became  the  Man- 
hattan State  Hospital  for  the  Insane,  New  York  City,  in  which 
institution  he  continued  as  Second  Assistant  Physician  until  the 
time  of  his  death  on  June  2,  1910. 

Being  of  extremely  studious  habits,  and  possessed  of  wonderful 
patience  and  tenacity  of  purpose,  he  continued  during  all  of  these 
years  a  constant  research  along  several  chosen  lines,  which  gained 
for  him  a  high  reputation  among  alienists.  He  was  especially 
devoted  to  research  in  general  paralysis  and  other  diseases  of  the 
brain,  and  spent  much  time  in  laboratory  work  and  in  the  careful 
preparation  and  elaboration  of  materials  which  he  hoped  to 
eventually  present  in  published  foiim.  From  time  to  time,  articles 
by  him  on  paresis  and  psychiatrical  subjects  were  printed  in  the 
medical  journals.  Dr.  Pettit  was  a  member  of  the  New  York 
Academy  of  Medicine,  the  American  Medico-Psychological  Asso- 
ciation, the  New  York  Neurological  Society,  and  the  Ward's 
Island  Psychiatrical  Society. 

Dr.  Pettit,  who  was  only  fifty-four  years  of  age,  had  not  been 
in  robust  health  for  a  year  or  more,  but  he  kept  up  his  work  until 
a  few  weeks  before  his  death.  He  possessed  a  ripe  experience, 
sound  judgment,  and  administrative  capacity  of  a  high  order,  and 
held  progressive  and  strong  views  regarding  the  rational  treat- 
ment of  the  insane.  His  clinical  knowledge,  common  sense,  and 
bluff  hearty  manner  eminently  fitted  him  for  hospital  work  among 
the  varied  classes  making  up  the  population  of  a  large  metro- 
politan hospital  like  Manhattan. 

While  possessing  a  keen  scientific  mind,  his  leisure  moments 
were  devoted  to  the  art  of  photography,  in  which  he  was  markedly 
proficient,  and  nothing  delighted  him  more  than  showing  to  his 
friends  his  collection  of  charming  bits  of  landscape,  which  attested 
his  artistic  taste,  and  love  of  the  beautiful.  His  was  a  strong 
personality,  and  in  his  daily  work  and  business  affairs  he  com- 
bined a  strong  common  sense  derived  from  his  early  business 
training. 
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While  somewhat  brusque  in  manner,  he  was  candid  and  sin- 
cere, and  was  intolerant  of  humbug,  and  against  growing  fads 
and  innovations  was  wont  to  direct  kindly  shafts  of  satire.  He 
held  practical  views  of  professional  matters,  and  expressed  them 
in  plain  words.  He  encouraged  and  stimulated  those  about  him, 
and  of  his  advice  and  guidance  cheerfully  gave  the  best. 

Dr.  Pettit  was  a  bachelor,  and  his  little  foibles  endeared  him 
none  the  less  to  his  acquaintances,  and  many  of  his  old  patients 
remember  him  and  speak  of  him  with  affection.  His  death  is 
felt  as  a  real  personal  loss  by  his  friends  and  others,  and  his 
memory  will  ever  remain  green  in  the  hearts  of  those  whose 
privilege  it  was  to  know  him  as  a  friend  and  adviser. 

His  remains  were  taken  from  St.  Luke's  Hospital,  New  York 
City,  to  their  last  resting  place  in  Lisbon,  Ohio. 

John  T.  W.  Rowe,  M.  D. 


DR.  JAMES  BOURNE  AYER. 

James  Bourne  Ayer  was  born  in  Boston  January  6,  1849,  the 
son  of  James  and  Martha  (Bourne)  Ayer.  He  graduated  at  the 
Boston  Latin  School  in  1865,  from  Harvard  College  in  1869,  and 
from  the  Harvard  Medical  School  in  1873.  He  was  House  Pupil 
at  the  Massachusetts  General  Hospital  and  spent  time  in  Vienna 
and  Paris  clinics.  He  married  April  4,  1877,  Mary  Eliza  Farwell 
(daughter  of  Nathaniel  Whittemore  and  Eliza  Fletcher  Farwell), 
by  whom  he  had  four  children  (Mary  Farwell,  Bryn  Mawr  1901 ; 
Nathaniel  Farwell,  Harvard  S.  B.,  1900 ;  James  Bourne,  Harvard 
A.  B.,  1903,  M.  D.  1907;  and  Elizabeth). 

Dr.  Ayer's  interest  in  psychiatry  may  be  said  to  have  begun 
with  a  period  as  assistant  physician  at  McLean  Hospital  in  1876. 
A  large  number  of  the  papers  which  he  contributed  from  time  to 
time  (as  a  rule  to  the  Boston  Medical  and  Surgical  Journal) 
dealt  with  psychiatric  or  neurological  subjects;  e.  g., 
1876 — Results  of  the  Brown- Sequard  Treatment  in  Twelve  Cases 

of  Epilepsy. 
1878 — A  Case  of  Cerebral  Syphilis  with  Persistent  Hallucinations 

of  Hearing. 
1889 — Cerebral  Symptoms  Connected  with  Phthisis. 
1891 — Mental  Disturbances  of  Influenza. 
1907 — Note  on  the  Arteries  of  the  Corpus  Striatum. 
1907 — Cerebral  Arteriosclerosis  (Am.  Journal  of  Insanity.) 
1909 — Report  on  the  Circulation  of  the  Lobar  Ganglia. 

Dr.  Ayer  was  a  member  of  the  State  Board  of  Insanity  of 
Massachusetts  (1902-1907),  and  always  .took  much  interest  in 
the  lot  of  the  insane,  and  especially  the  neurasthenic.  His  interest 
in  cerebral  arteries  and  encouragement  of  the  work  of  Mr.  H.  F. 
Aitken,  artist  at  the  Massachusetts  General  Hospital,  culminated 
in  the  papers  mentioned  above.  The  growth  of  his  research  inter- 
ests came  late  in  a  life  devoted  to  general  practice.  It  was  the 
privilege  of  the  writer  to  watch  this  development  of  research 
interest  at  an  age  when  many  a  man  is  losing  grip  upon  interests 
of  long  standing.     He  would  well-nigh  apologize  at  times  for 
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taking  to  heart  so  unpractical  a  matter  as  certain  anatomical 
errors  of  Charcot.  I  well  remember  the  keen  interest  which  he 
took  in  the  presentation  by  Beevor  of  London  at  the  Boston 
Society  of  Psychiatry  and  Neurology  of  lantern-slides  showing 
colored  injections  of  areas  supplied  by  cerebral  arteries. 

He  died  May  14,  1910,  of  cerebral  hemorrhage  from  multiple 
miliary  aneur>'sms. 

One  of  his  sons,  James  Bourne  Ayer,  is  a  physician,  who, 
though  devoted  to  general  practice,  also  takes  a  strong  interest 
in  matters  relating  to  the  nervous  system  and  was  at  one  time, 
during  Dr.  Page's  superintendency,  assistant  pathologist  at  the 
Danvers  State  Hospital. 

Ayer  was  a  man  of  engaging  frankness  and  convincing  sin- 
cerity and  withal  of  a  perfect  modesty.  Would  there  were  more  of 
his  temper  and  interest. 

E.  E.  Southard,  M.  D. 


HON.  WILLIAM  PRYOR  LETCHWORTH, 

Since  the  last  meeting  of  this  Association  we  are  called  upon 
to  chronicle  the  death  of  William  Pryor  Letch  worth,  whose  long 
services  to  the  charities  of  the  State  of  New  York,  and  whose 
especial  interest  in  the  care  and  welfare  of  the  insane  have  made 
his  name  familiar  and  revered  to  all  our  members.  He  was  a 
pioneer  in  the  practice  now  so  rapidly  gaining  ground  of  richesse 
oblige.  The  ancient  crest  of  the  English  family  from  which  he 
sprang  was  a  winged  leopard's  head,  and  this  might  well  be  taken 
as  a  symbol  of  what  he  meant  his  life  to  be,  what  any  life  might 
be  when  wealth  and  power  are  given  angel's  wings.  Such  a  career 
as  his  has  been  is  an  inspiration  and  an  example.  Bom  in  the 
State  of  New  York  in  1823  he  had  acquired  by  the  time  he  was 
46  years  of  age  such  fortune  as  enabled  him  to  practically  retire 
and  devote  himself  to  the  carrying  out  of  the  main  purposes  of 
life  such  as  he  conceived  thetn  to  be — to  aid  the  sick  and  the 
suffering,  to  succor  the  unfortunate  "  children  of  the  State,"  to 
alleviate  the  conditions  of  the  poor,  to  develop  the  spiritual  side 
of  life  by  the  fostering  of  art,  history,  literature  and  general 
education,  in  short  to  promote  social  welfare  in  all  directions,  to 
do  good  to  others.  He  died  in  his  88th  year  and  thus  for  over 
forty  years  he  devoted  his  life,  his  energy,  his  time  and  his  ample 
means  to  the  single  aim  of  a  broad  philanthropy.  One  is  tempted 
to  pause  and  wonder  what  the  world  will  be  like  when  the  race 
wakes  up  and  makes  its  daily  business  of  such  deeds,  when  every 
man  who  wins  a  substance  beyond  his  own  wants  shall  come  to 
make  a  religion  of  unselfish  living,  when  not  to  be  a  helper  of  his 
kind  will  be  as  rare  as  such  altruism  is  to-day. 

For  24  years  he  was  a  member  of  the  State  Board  of  Charities, 
giving  practically  the  whole  of  his  time  to  the  duties  demanded 
by  this  position.  In  this  capacity  he  inspected  in  1875  all  of  the 
orphan  asylums  and  juvenile  reformatories  of  the  State,  con- 
taining nearly  18,000  children  at  that  time,  and  made  a  500  page 
report  to  the  legislature,  calling  attention  to  the  several  thousand 
neglected  children  in  the  almshouses  and  poorhouses,  and  calling 
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for  a  law  requiring  their  removal  from  their  degrading  environ- 
ments. The  law  was  enacted  and  enforced.  His  work  also 
brought  him  into  touch  with  the  aged  and  infirm  in  the  poorhouses, 
the  blind,  the  feebleminded,  the  insane  and  the  epileptic.  As  a 
trustee  and  at  one  time  President  of  the  Academy  of  Fine  Arts, 
as  trustee  of  the  Female  Seminary,  and  as  member  and  ex-Pres- 
ident of  the  Historical  Society  (all  in  Buffalo),  he  showed  the 
breadth  of  his  philanthropic  interests.  Over  fifty  years  ago  he 
began  to  acquire  for  a  home  the  lands  bordering  upon  the  Portage 
Falls  of  the  upper  Genesee  River,  and  in  the  course  of  time  had 
secured  as  his  country  estate  over  a  thousand  acres,  extending 
some  three  miles  along  both  banks  of  the  river,  and  including  in 
his  estate,  which  he  called  Glen  Iris,  the  three  splendid  cataracts 
from  a  half  mile  to  one  and  one  half  miles  apart  and  plunging 
through  rock  gorges  71,  107  and  70  feet  down  respectively. 
Taking  Downing  as  his  master  he  beautified  this  park  by  bounteous 
planting,  by  drives,  paths,  stairways,  arbors,  etc.,  and  with  the 
instinct  of  a  poet  made  it  one  of  the  most  beautiful  domains  in 
the  world.  There  may  be  other  estates  as  charming  from  the 
standpoint  of  landscape  architecture,  but  this  is  unique  in  the 
wild  picturesqueness  of  the  waterfalls  and  gorges.  At  his  death 
this  fairyland  was  bequeathed  to  the  people  of  the  state  and  is 
now  our  own  permanent  possession  under  the  name  of  Letchworth 
Park. 

This  Association  is  more  especially  interested  in  what  he  ac- 
complished for  the  epileptics  and  the  insane.  I  was  brought  much 
into  contact  with  him  for  many  years  and  he  submitted  the  proofs 
of  both  of  his  bodes  "  The  Insane  in  Foreign  Countries  "  and 
"  The  Care  of  the  Epileptic  "  to  me  before  they  were  issued.  I 
thus  came  to  know  him  well.  When,  after  a  visit  to  the  Bethel 
Colony  of  Epileptics  at  Bielefeld  in  Germany,  I  began  to  work 
for  the  establishment  of  a  similar  colony  in  this  state,  both  Mr. 
Letchworth  and  Mr.  Craig  immediately  took  up  the  project  and 
ultimately  pushed  it  through  the  legislature  with  the  help  of  other 
members  of  the  State  Board  of  Charities  and  of  the  State  Chari- 
ties Aid  Association.  The  colony  was  named  after  Mr.  Craig, 
because  he  was  President  of  the  State  Board  at  the  time  and  died 
just  before  the  law  creating  the  colony  was  passed.     Governor 
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Flower  suggested  the  name  of  Craig  Colony  for  the  new  insti- 
tution. But  Mr.  Letchworth  actually  did  more  work  in  connection 
with  the  selection  of  .the  site,  the  passage  of  the  law  and  the  organ- 
ization of  the  colony  than  any  other  member  of  the  State  Board. 
The  site  was  called  to  his  attention  by  Mr.  H.  E.  Brown  of 
Mount  Morris,  and  he  was  immediately  impressed  with  its 
peculiar  adaptation  to  the  Colony's  needs.  He  asked  me  to  go 
over  it  with  himself  and  Mr.  Craig.  We  were  all  so  enthusiastic 
that  it  was  practically  decided  upon  at  once.  It  was  a  piece  of  land 
i860  acres  in  extent,  forest  and  farm,  already  a  colony  in  fact  of 
the  sect  of  Shakers,  with  numerous  well-built  houses  upon  it,  and 
a  deep  gorge  making  a  natural  division  for  the  sexes.  I  need  not 
tell  how  it  was  speedily  acquired,  how  the  model  village  was  laid 
out  upon  landscape  plans  of  Frederick  Law  Olmstead,  and  with 
building  plans  by  Carrere  and  Hastings.  Now  there  are  1400 
epileptic  inhabitants.  Mr.  Letchworth  was  deeply  interested  in  the 
growth  of  the  colony  frdm  the  first,  and  as  Glen  Iris  is  but  a 
short  distance  away  from  it,  he  was  a  constant  visitor  and  coun- 
sellor to  the  superintendent  of  the  institution  as  long  as  his  health 
permitted.  Recently  the  new  and  similar  colony  established  in  the 
southeastern  part  of  the  state  has  been  rightly  named  for  him 
the  Letchworth  Village. 

In  order  to  qualify  himself  to  promote  the  welfare  of  the 
insane,  and  to  fix  some  ideal  standard  in  their  care,  he  made  a 
seven  months'  tour  abroad  to  examine  the  asylums  and  methods 
of  care  in  Great  Britian,  Scandinavia,  the  Low  Countries  and 
France  and  Germany.  The  results  of  this  study  he  embodied  in 
his  well-known  book  on  "  The  Insane  in  Foreign  Countries,"  an 
excellent  work  of  reference,  which  has  done  much  to  shape  our 
systems  of  construction  and  organization.  I  believe  this  book  is 
destined  for  a  wider  appreciation  still  in  time,  for  I  do  not  think 
we  have  yet  grown  up  to  the  ideals  in  the  mind  of  this  far-seeing 
man.  He  knew  long  ago  that  the  colony  system  is  best  for  the  in- 
sane, and  that  occupations  of  all  kinds  should  be  multiplied  to  an 
extent  not  dreamed  of  yet.  We  still  lag  far  behind  him  in  these 
particulars. 

The  poet  David  Gray,  who  frequently  visited  Mr.  Letchworth 
in  his  rainbow-crowned  paradise,  called  him  the  Good  Genius  of 
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the  Valley.    The  noble  works  of  the  Good  Genius  overflowed  the 
valley  and  spread  far  and  wide  through  the  land. 

Too  modest  to  profess  himself  a  poet,  he  created  beauty  all 
about  him ;  too  conservative  and  careful  to  call  himself  a  disciple 
of  Marx  and  Tolstoi,  yet  he  was  in  truth  a  practical  socialist — 
and  what  more  need  a  man  do  or  be  ? 

Frederick  Peterson,  M.  D. 


DR.  DANIEL  M.  DILL. 

Dr.  Daniel  M.  Dill  was  born  October  31,  1839,  at  Gray,  Maine. 
His  parents  were  Esther  Mountfort  (Dill)  and  Elias  Dill.  His 
preparatory  education  was  obtained  at  Monmouth  Academy  in 
Maine.  He  entered  the  University  of  Michigan  at  Ann  Arbor 
and  graduated  with  the  degree  of  Doctor  of  Medicine  in  1867. 
Dr.  Dill's  collegiate  studies  were  interrupted  by  the  outbreak 
of  the  war  and  he  enlisted  as  a  private  in  the  nth  regiment  of 
volunteers  from  the  State  of  Maine.  He  was  promoted  for 
bravery  in  the  service  September  i,  1863,  and  assigned  to  the 
Captaincy  of  the  6th  Troop,  U.  S.  Colored  Cavalry.  In  1865  he 
was  advanced  to  the  rank  of  Major  of  Volunteers.  Part  of  Dr. 
Dill's  war  record  includes  experiences  in  Confederate  prisons.  He 
was  captured  in  June,  1863,  and  confined  in  Libby  Prison,  during 
which  time  his  brother  was  also  an  inmate  for  a  short  time  before 
he  died  from  his  wound.  Dr.  Dill  contracted  diphtheria  and  was 
transferred  to  Salisbury  and  later  to  Belle  Isle  before  his  exchange 
was  effected.  During  his  imprisonment  in  Libby  Prison  he  was  en- 
abled to  continue  his  medical  studies  through  the  kindness  of  the 
wife  of  the  prison  doctor  who  loaned  him  her  husband's  text  books. 
Following  his  graduation  fromi  the  University  of  Michigan  Dr. 
Dill  located  for  the  practice  of  his  profession  in  Pittsfield,  Mass., 
where  he  remained  until  1870,  when  he  came  to  Newark,  N.  J. 
After  serving  three  years  as  coroner  for  Essex  County,  his  first 
political  office,  he  was  elected  a  member  of  the  Board  of  Chosen 
Freeholders  in  1884  and  served  until  1890.  He  remained  a  mem- 
ber of  this  Board  until  the  year  1900,  when  he  was  elected  to  the 
Superintendency  of  the  Essex  County  Hospital  for  the  Insane.  He 
remained  in  charge  of  this  hospital  until  forced  to  resign  because 
of  political  pressure  and  sensational  political  excitement  which 
resulted  in  charges  being  preferred  against  him  for  conditions 
which  existed  years  before  he  assumed  the  superintendency  of  the 
hospital.  At  the  time  of  his  death  he  was  suing  in  the  Supreme 
Court  to  regain  his  position.  He  died  from  a  stroke  of  paralysis 
at  his  home,  539  Orange  St.,  Newark,  N.  J.    For  several  years  he 


MEMORIAL   NOTICES.  353 

had  suffered  from  arteriosclerosis.  He  was  a  man  of  sturdy 
character  and  of  a  most  positive  mental  make-up.  When  con- 
vinced of  the  correctness  of  his  position,  he  was  uncompromising 
in  the  fight  for  upholding  his  convictions.  It  is  believed  by  his 
friends  that  this  inflexibility  of  character  was  to  some  extent  the 
cause  of  his  disagreement  with  the  political  rulers  of  his  county. 


DR.  U..  O.  B.  WINGATE. 

Doctor  Uranus  Owen  Brackett  Wingate  died  of  pneumonia  at 
his  home  in  Milwaukee  on  the  8th  day  of  February,  191 1,  at  the 
age  of  sixty-two. 

Doctor  Wingate  was  well  known  in  the  medical  councils  of  the 
state  and  nation  and  had  achieved  a  high  reputation  as  a  sanitarian 
and  in  neurological  medicine.  Years  ago  he  was  health  commis- 
sioner of  Milwaukee  and  was  identified  with  the  movement  look- 
ing to  the  creation  of  a  national  health  department,  having  been 
chairman  of  the  committee  of  the  American  Medical  Association 
to  form  such  a  department  in  the  government  and  did  much 
pioneer  work  in  this  field.  This  activity  exemplified  his  always 
lively  public  spirit  in  the  field  of  public  health  and  affiliated  him 
with  many  public  movements  such  as  legislation  in  hygiene  and 
sanitation,  in  the  care  of  the  insane,  etc.  He  was  one  of  the  first 
physicians  in  the  Northwest  to  encourage  the  advent  of  the  trained 
nurse  and  was  active  in  establishing  the  first  training  school  in 
Milwaukee. 

From  the  inception  of  the  college  until  Dr.  Wingate's  death 
he  was  professor  of  diseases  of  the  mind  and  nervous  system  in 
the  Wisconsin  College  of  Physicians  and  Surgeons,  and  as  a  clini- 
cal and  didactic  teacher  was  most  conscientious  and  successful. 

Dr.  Wingate  spent  his  early  life  in  the  East,  coming  to  Mil- 
waukee in  1886.  He  was  born  in  Rochester,  N.  H.  He  served 
through  the  civil  war,  enlisting  at  the  age  of  sixteen.  He 
attended  three  courses  of  lectures  at  Harvard  Medical  College  and 
graduated  from  Dartmouth  Medical  School  in  1875,  engaging 
in  general  practice  in  Wellesley,  Mass.  For  five  years  he  was 
a  member  of  the  Massachusetts  Volunteer  Militia. 

A  few  years  after  coming  to  Milwaukee  Dr.  Wingate  was 
appointed  to  the  office  of  Commissioner  of  Health.  Later  he  was 
made  Secretary  of  the  State  Board  of  Health,  which  position  he 
filled  with  splendid  service  to  the  state  for  ten  years. 

Dr.  Wingate  was  a  member  of  the  American  Medical  Associa- 
tion, American   Public   Health  Association,  American   Medico- 
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Psychological  Association,  The  Milwaukee  Medical  Society,  of 
which  he  was  at  one  time  president,  The  American  Medico-Legal 
Society  and  the  Medical  Society  of  Milwaukee  County. 

He  was  consulting  neurologist  to  St.  Mary's  Hospital,  Mil- 
waukee County  Hospital,  St  Joseph's  Hospital  and  the  Milwaukee 
County  Asylum  for  the  Chronic  Insane.  His  contributions  to  the 
literature  of  his  chosen  fields  were  many.  In  the  later  years  of 
his  life  he  was  also  active  in  the  courts  of  the  state  as  a  medical 
expert  in  nervous  and  mental  cases.  His  social  nature  caused 
him  to  be  impressed  into  service  as  a  toastmaster  on  many  medi- 
cal and  quasi  medical  occasions,  in  which  capacity  he  served  very 
happily. 

As  a  scholarly  physician,  a  public  spirited  citizen,  as  a  man  of 
much  personal  dignity  of  character.  Dr.  Wingate  will  long  be 
remembered.  His  integrity  and  conscientiousness  and  his  high 
sense  of  professional  and  personal  honor  have  endeared  him  to  his 
colleagues  and  have  made  his  career  a  credit  to  his  profession. 

W.  F.  Becker,  M.  D. 


DR.  GEORGE  F.  COOK. 

Dr.  George  F.  Cook  died  at  his  home  in  Oxford,  Ohio,  on 
September  23,  1910,  at  the  age  of  64  years. 

Dr.  Cook  was  bom  in  Hamilton,  Ohio,  in  1846,  educated  at 
the  pubHc  schools  in  Eaton,  Ohio,  and  under  private  tutelage, 
studied  medicine  under  Drs.  Brookins  and  Stephens  of  Eaton, 
and  under  Dr.  Carter  of  Holden,  Missouri. 

He  graduated  from  the  Medical  College  of  Ohio  in  1872,  and 
entered  practice  at  Sommerville,  Ohio. 

In  1868  Dr.  Cook  married  Miss  Sallie  Pryor  of  Eaton,  Ohio, 
who  died  in  1874.  In  1877  he  was  married  to  the  daughter  of 
Dr.  R.  E.  Pryor  of  Seven  Mile,  Ohio. 

In  1886  Dr.  Cook  became  Chief  Physician  to  the  Oxford 
Retreat,  a  private  hospital  for  the  treatment  of  mental  and  nerv- 
ous diseases,  which  position  he  occupied  at  the  time  of  his  death. 

Dr.  Cook  was  very  successful  in  the  management  of  this  insti- 
tution both  in  a  medical  and  financial  way.  It  was  largely  due  to 
his  ability  that  the  hospital  grew  from  a  small  to  a  large  insti- 
tution, second  to  none  in  reputation  in  the  Middle  West.  He 
leaves  a  son.  Dr.  R.  Harvey  Cook,  who  succeeds  him  as  Physician 
in  Chief  and  principal  owner  of  the  Oxford  Retreat. 

Dr.  Cook  was  prominent  in  church,  masonic  and  financial  circles 
in  his  locality,  having  been  for  many  years  President  of  the 
National  Bank  of  Oxford.  Dr.  Cook  was  an  active  member  of 
this  Association  for  many  years,  and  until  the  past  few  years 
rarely  missed  attendance  at  the  annual  sessions.  He  was  a 
"  gentleman  of  the  old  school "  in  his  courtesy  and  consideration 
for  others  under  all  circumstances.  The  writer  recalls  with 
pleasure  the  many  pleasant  trips  with  Dr.  Cook.  We  were  brought 
together  often  in  consultation,  and  I  learned  to  admire  the  doctor's 
sound  judgment  of  cases,  and  his  uniform  professional  courtesy 
toward  other  practitioners  in  his  si>ecialty. 

F.  W.  Harmon,  M.  D. 


DR.  BIGELOW  T.  SANBORN. 

Dr.  Bigelow  T.  Sanborn,  Superintendent  of  the  Maine  Insane 
Hospital,  at  Augusta,  Maine,  died  on  April  i8,  1910,  from  cerebral 
haemorrhage. 

Dr.  Sanborn  was  bom  in  Standish,  York  County,  Maine,  July 
II,  1839.  He  came  from  a  family  that  represented  the  best  New- 
England  traditions  of  the  colonial  period.  His  preliminary  educa- 
tion was  obtained  at  the  Limington  Academy.  In  1866  he  grad- 
uated with  honors  from  the  Medical  School  of  Bowdoin  College 
and  was  appointed  that  year  as  an  assistant  physician  at  the  Maine 
State  Hospital  where  he  remained  in  continuous  service  forty- 
four  years. 

In  the  early  part  of  his  long  service  he  was  fortunate  in  serving 
under  a  superintendent,  Dr.  H.  M.  Harlow,  for  whom  he  felt  the 
highest  respect  and  affection  and  to  whom  he  never  ceased  to 
pay  loyal  tribute.  In  1882,  upon  the  resignation  of  Dr.  Harlow, 
Dr.  Sanborn  was  appointed  superintendent  of  the  hospital.  It 
is  doubtful  if,  during  such  a  long  service,  many  men  in  similar 
work  have  been  so  congenially  situated.  The  great  majority  of  his 
patients  were  members  of  families  whom  he  had  known  from  boy- 
hood. His  interest  in  his  duties,  personal  regard  for  the  welfare 
of  his  patients  and  consideration  for  the  employees  of  the  hospital 
were  repaid  by  universal  confidence  and  respect  throughout  the 
state,  by  peculiarly  tender  relations  between  his  patients  and 
himself,  and  by  the  gratitude  and  affection  of  a  long  list  of 
subordinates. 

Dr.  Sanborn's  personality  fully  merited  the  generous  considera- 
tion accorded  him  by  the  people  of  Maine.  Kindly,  sympathetic 
and  of  unimpeachable  integrity  and  character,  with  a  keen  sense  of 
humor  and  fondness  for  the  society  of  his  fellow  men  his  memory 
deserved  the  resolutions  adopted  by  the  Board  of  Trustees  after 
his  death: 

"  The  decease  of  Dr.  Bigelow  T.  Sanborn  removes  one  of  the 
most  distingfuished  and  beloved  citizens  of  the  State  of  Maine 
and  his  unexpected  death  causes  sorrow  in  every  section  of  the 
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State.  His  intelligence,  general  ability  and  warmth  of  heart,  of 
which  there  is  so  much  evidence  in  the  records  of  our  State,  have 
exerted  such  an  influence  that  his  name  can  never  be  forgotten. 
Such  a  character  naturally  found  its  expression  in  an  important 
and  influential  life,  and  its  loss  is  a  source  of  sorrow  to  the  State 
of  Maine." 

Aside  from  his  ofiicial'  duties,  Dr.  Sanborn  was  actively  in- 
terested in  the  social  and  charitable  work  of  Augusta,  and  his 
services  in  medical  consultations  and  medico-legal  work  were  in 
frequent  requisition  until  the  end.  In  this  latter  work  bench  and 
bar  alike  had  such  confidence  in  his  judgment  and  integrity  that 
his  opinions  were  rarely  questioned. 

He  was  a  member  of  the  Medical  Club  of  Augusta;  the  Kenne- 
bec Medical  Society;  Maine  Medical  Association;  New  England 
Society  of  Psychiatry  and  the  American  Medico-Psychological 
Association.  At  the  meetings  of  these  bodies  he  was  a  regular 
attendant  and  frequent  contributor  of  medical  papers. 

He  was  married  in  1872,  to  Miss  Emma  F.  Martin.  To  them 
were  born  one  daughter  and  three  sons.  The  deaths  of  wife  and 
daughter  which  occurred  within  a  short  time  of  each  other 
saddened  his  last  years. 

For  some  time  prior  to  death  he  had  recognized  the  symptoms 
of  cerebral  arterio-sclerosis  in  himself  and  had  calmly  discussed 
his  uncertain  lease  of  life.  He  wanted  to  live  in  continued  service, 
but  was  ready  for  the  summons  which  came  at  night  following 
an  unusually  active  day  in  the  hospital  where  his  life  work  was 
rendered.  It  was  such  an  end  as  he  would  have  desired  and  all 
might  envy. 

H.  W.  Mitchell,  M.  D. 


DR.  HENRY  M.  WEEKS. 

Dr.  Henry  M.  Weeks  was  born  in  Irvington,  N.  J.,  October  26, 
1850.  He  attended  the  public  schools  of  his  village  during  the 
early  years  of  his  life,  and  at  the  age  of  thirteen  moved  to  New 
York  City,  where  he  held  a  clerical  position.  At  the  age  of  seven- 
teen he  began  the  study  of  medicine ;  in  1873  he  was  graduated 
from  the  Medical  Department  of  the  University  of  New  York. 

After  his  graduation  he  was  associated  with  Dr.  William  A. 
Smith  of  Newark,  N.  J.,  in  the  practice  of  his  profession.  He 
also  served  as  an  attending  physician  at  the  Old  Ladies'  Home, 
and  at  the  Newark  City  Dispensary. 

In  1877  he  settled  in  Fallsington,  Pa.,  where  he  actively  engaged 
in  the  practice  of  medicine  until  1881,  when  he  moved  to  Trenton, 
N.  J.,  opening  there,  in  1886,  a  private  hospital  for  the  treatment 
of  nervous  and  mental  diseases.  Soon  after  his  removal  to 
Trenton  he  took  an  active  part  in  the  establishment  of  the  Trenton 
City  Dispensary,  the  parent  of  the  Mercer  Hospital.  Dr.  Weeks 
was  a  member  of  the  surgical  staff  of  that  hospital. 

In  1897  he  was  elected  to  the  position  of  Assistant  Physician, 
at  the  New  Jersey  State  Hospital  for  the  Insane,  at  Trenton,  N.  J., 
where  he  remained  until  1899,  when  the  New  Jersey  State  Village 
for  Epileptics,  at  Skillman,  N.  J.,  was  established,  and  he  was 
diosen  its  superintendent. 

In  1907  he  was  elected  superintendent  of  the  Eastern  Pennsyl- 
vania State  Institution  for  the  Feeble-minded  and  Epileptic,  at 
Pennhurst,  Pa.,  and  began  his  official  duties  on  December  i,  1907. 

Dr.  Weeks  was  thus  called  on  to  establish  two  Institutions,  and 
the  success  of  both  is  largely  due  to  his  indefatigable  energy  dur- 
ing the  formative  period  of  these  Institutions. 

While  his  life  was  a  very  busy  one  at  the  Institutions  with  which 
he  was  connected,  the  unfortunates,  under  his  charge,  always  felt 
that  they  could  go  to  him  at  any  and  all  times  with  their  troubles, 
and  he  was  always  ready  to  listen  to  them  and  aid  them.  In 
short,  he  was  a  friend,  as  well  as  a  guardian  and  instructor.  Pos- 
sessed of  a  kindly  spirit,  and  knowing  his  patients  thoroughly,  and 
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understanding  their  point  of  view,  he  was  able  to  accompUsh 
results  which  other  men  have  striven  hard  to  attain  without  the 
same  degree  of  success  rewarding  their  efforts.  By  his  example 
those  who  were  fortunate  enough  to  be  his  assistants  were 
cheered  and  aided  in  their  work  to  a  great  extent. 

Dr.  Weeks  was  a  member  of  the  American  Medico-Psycho- 
logical Association,  the  American  Medical  Association,  the  New 
Jersey  State  Medical  Society,  the  Somerset  County  Medical 
Society,  the  Philadelphia  Obstetrical  Society,  Ex-President  of  the 
National  Association  for  the  Study  of  Epilepsy,  and  Ex-President 
of  the  Mercer  County  Medical  Society. 

Dr.  Weeks  died,  in  Spring  City,  Pa.,  on  December  16,  1909, 
after  a  short  illness.  He  is  survived  by  his  widow,  three  sons 
and  three  daughters. 

Harris  M.  Carey,  M.  D. 


DR.  DWIGHT  R.  BURRELL. 

Dr.  D\vight  R.  Burrell  was  bom  at  Sheffield,  Loraine  County, 
Ohio,  on  March  i,  1843.  He  spent  his  boyhood  on  a  farm,  and 
after  attending  the  common  school  entered  Oberlin  College,  where 
he  graduated  in  1866,  but  during  his  college  course  served  a  short 
time  in  Company  K,  150th  Ohio  Volunteers. 

He  received  the  degree  of  M.  D.  from  Michigan  University 
in  1868,  and  began  practice  as  an  assistant  physician  in  the  New 
York  City  Asylum  for  the  Insane  on  Blackwell's  Island.  A  year 
later  he  received  an  appointment  as  assistant  physician  at  the 
Bloomingdale  Asylum  and  remained  there  several  years.  In  1876 
he  was  appointed  resident  physician  at  Brigham  Hall,  Canandai- 
gua,  N.  Y.,  and  remained  at  this  hospital  tmtil  he  was  incapacitated 
by  illness  in  1908. 

Dr.  Burrell's  professional  life  of  forty  years  was  devoted  en- 
tirely to  the  treatment  of  the  insane  and  thirty-one  years  were 
spent  at  Brigham  Hall. 

He  was  a  nephew  of  Dr.  Amariah  Brigham,  of  the  Utica 
Asylum,  in  whose  honor  the  hospital  had  been  named  twenty-one 
years  before  Dr.  Burrell's  appointment,  and  from  the  first  he  took 
a  peculiarly  personal  interest  in  this  hospital.  Dr.  Burrell's 
previous  experience  had  well  qualified  him  for  the  work  at  Brig- 
ham Hall,  and  his  attractive  personality,  unfailing  sense  of  humor 
and  attention  to  details  were  valuable  assets  in  his  work.  He  did 
not  spare  himself  in  his  medical  and  administrative  work  and  spent 
much  time  in  the  clinical  instruction  of  nurses,  from  whom  he 
then  expected  a  high  grade  of  work.  Many  changes  in  the  care 
of  the  insane  were  made  in  the  forty  years  of  his  professional  life 
and  he  adapted  himself  to  them.  He  gave  much  attention  to  the 
re-education  and  upbuilding  of  chronic  cases  as  well  as  to  the 
treatment  of  acute  forms  of  mental  disease,  and  in  the  former 
line  of  work  his  attention  to  details  often  secured  good  results 
and  enabled  many  patients  to  return  to  their  homes,  though  they 
had  not  entirely  recovered. 

Dr.  Burrell  took  great  interest  in  the  village  of  Canandaigua, 
and  was  considered  one  of  its  most  public  spirited  citizens,  who 
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could  be  depended  on  to  aid  in  every  progressive  movement.  He 
served  as  a  village  trustee  and  became  the  leader  of  the  local  pro- 
gressive party  before  the  majority  of  the  citizens  became  convinced 
of  the  need  of  large  expenditures  for  civic  improvements,  but  he 
lived  to  see  his  policy  adopted  by  the  village. 

Dr.  Burrell  was  married  on  March  20,  1890,  to  Miss  Clara  Kent, 
of  Kentland,  Indiana.  He  was  a  member  of  St.  John's  Episcopal 
Church  and  for  years  a  Senior  Warden.  He  was  President  of  the 
Board  of  Managers  of  the  Clark  Manor  House,  a  home  for  aged 
people,  from  its  incorporation  until  after  he  was  incapacitated  by 
illness,  a  manager  of  the  Frederick  Ferris  Thompson  Memorial 
Hospital,  an  active  member  of  the  Ontario  County  Historical 
Society,  of  the  Canandaigua  Scientific  Association  and  an  organ- 
izer and  trustee  of  the  Cemetery  Association,  which  has  developed 
an  unusually  beautiful  village  cemetery. 

Dr.  Burrell  was  a  member  of  the  Genesee  Valley  Club  of 
Rochester,  and  of  the  Red  Jacket  Club  of  Canandaigua.  He  was 
a  member  of  the  American  Medico-Psychological  Association,  of 
the  American  Medical  Association,  of  the  Medical  Society  of  the 
State  of  New  York,  of  the  County  Society  and  of  the  medical 
societies  of  Rochester  and  Canandaigua. 

In  January,  1908,  Dr.  Burrell  had  a  stroke  of  apoplexy,  which 
made  him  an  almost  helpless  invalid  until  death  relieved  him  on 
June  18,  1910. 

Robert  G.  Cook,  M.  D. 


JAMES  RUTHERFORD,  M.D.,F.R.C.P.Ed, AND  F.F.P.S.Glas., 

FORJdERLY  PHYSICIAN-SUPERINTENDENT,  CRICHTON  ROYAL 
INSTITUTION,  DUMFRIES. 

By  the  decease  of  Dr.  Rutherford  on  the  8th  of  March,  1910, 
Scottish  psychiatry  has  lost  one  of  its  most  distinguished  expo- 
nents. James  Rutherford  was  the  eldest  son  of  the  Rev.  A.  C. 
Rutherford,  of  Falkirk,  where  he  was  bom  on  the  i8th  of  January, 
1840.  He  was  educated  at  St.  Andrews  and  Edinburgh.  During 
his  student  career,  amongst  other  distinctions,  he  gained  the  gold 
medal  in  anatomy,  and  a  certificate  of  honor  in  Professor  Laycock's 
class  of  medical  psychology.  Dr.  Rutherford  graduated  as  Doctor 
of  Medicine  at  Edinburgh  in  1863,  and  during  the  ensuing  year 
he  went  abroad  to  study  in  Berlin  and  Vienna.  In  the  spring  of 
1865  he  started  in  general  practice  at  Bo'ness,  not  many  miles 
distant  from  his  native  place,  and  in  the  autumn  of  the  same  year 
he  married  Miss  Freer,  of  Melrose.  During  the  two  or  three 
years  of  his  practice  at  Bo'ness,  Dr.  Rutherford  contributed 
several  papers  to  the  literature  of  medical  psychology,  these 
taking  inspiration  chiefly  from  his  observations  in  Germany  and 
Austria.  While  at  Bo'ness  he  also  translated  with  Dr.  C.  Lock- 
hart  Robertson,  a  brother  of  the  late  Dr.  Argyll  Robertson,  the 
second  edition  of  Griesinger's  classical  work  on  mental  disease, 
which  was  published  by  the  New  Sydenham  Society  in  1867. 
They  thereby  laid  British  alienists  under  a  lasting  obligation. 
Griesinger,  the  father  of  modem  psychological  medicine,  published 
his  first  edition  in  1845,  and  profoundly  influenced  psychiatrical 
thought  during  the  latter  half  of  the  nineteenth  century.  In  the 
same  year  Dr.  Rutherford  was  elected  a  Fellow  of  the  Royal 
College  of  Physicians  of  Edinburgh,  and,  in  1867,  he  was  ap- 
pointed assistant  medical  officer  at  Winson  Green  Asylum,  Birm- 
ingham, then  under  the  superintendentship  of  Mr.  Green.  In  1870 
he  succeeded  Sir  John  Sibbald  as  Medical  Superintendent  of  the 
Argyll  and  Bute  District  Asylum  at  Lochgilphead.  In  1874  he 
became  Medical  Superintendent  of  the  Barony  Parochial  Asylum 
at  Lenzie;  and  in  1875  he  was  elected  to  the  Fellowship  of  the 
Faculty  of  Physicians  and  Surgeons  at  Glasgow.  At  Lochgilp- 
head and  Woodilee  Dr.  Rutherford  made  his  reputation  as  a 
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leading  asylum  physician  and  administrator.  His  bold  and 
original  view  on  the  treatment  of  the  insane,  especially  in  the 
direction  of  their  outdoor  employment  and  greater  liberty,  and 
the  development  of  the  open  door  and  parole  methods,  attracted 
much  attention  both  at  home  and  abroad.  In  June  1883,  he  was 
finally  promoted  to  the  post  of  Physician-Superintendent  to  the 
Crichton  Royal  Institution,  which  he  greatly  advanced  during  his 
regime  of  nearly  twenty-five  years.  When  he  took  office  the 
property  of  the  institution  extended  to  150  acres,  and  the  patients 
were  accommodated  in  the  first  house,  the  second  house,  and  the 
Villa  of  Maryfield.  When  he  retired  the  property  had  extended 
to  upwards  of  1300  acres,  including  the  estate  of  Friar's  Carse, 
the  former  residence  of  Dr.  and  Mrs.  Crichton,  the  founders  of 
the  institution,  and  the  patients  were  accommodated  in  fourteen 
separate  houses,  many  of  them  stately  and  imposing  buildings. 
Amongst  the  additions  and  improvements  which  owed  their  incep- 
tion to  his  unbounded  energy,  special  mention  may  be  made  of  the 
introduction  of  the  water  supply  from  an  artesian  well,  the  instal- 
lation of  electric  light,  the  addition  of  the  handsome  dining  hall 
at  the  first  house,  the  enlargement  of  the  north  portion  of  the 
second  house;  and  the  erection  of  Johnston  House  as  a  laundry 
residence ;  the  extensive  model  farm  buildings ;  the  sanatorium  for 
tubercular  patients ;  the  various  hospitals  and  villas  for  both  the 
private  and  parochial  patients,  and,  lastly,  the  magnificent  Crich- 
ton Memorial  Church  begun  in  the  jubilee  year  of  the  institution 
and  finished  in  the  Diamond  Jubilee  year  of  the  late  Queen 
Victoria.  The  Crichton  Church  was  erected  as  a  memorial  to  the 
founders  of  the  institution  and  is  one  of  the  most  beautiful  modern 
structures  in  Scotland.  Owing  to  failing  health,  Dr.  Rutherford 
found  it  necessary  to  give  up  the  reins  of  office  in  October,  1907, 
and  he  thus  only  enjoyed  his  retirement  for  little  more  than  two 
years.  The  end,  though  not  altogether  unexpected,  came  some- 
what suddenly  at  his  residence  at  Mountainhall.  The  interment 
took  place  at  Dumfries,  the  coffin  being  borne  by  eight  of  those 
who  had  been  longest  in  the  doctor's  service  at  Lochgilphead, 
Woodilee,  and  Dumfries.  The  funeral  service  was  held  the  follow- 
ing day  in  the  Crichton  Memorial  Church. 

Dr.  Rutherford  will  be  remembered,  not  so  much  for  his  writ- 
ings, which  were  few  and  early,  as  for  what  he  did  to  advance 
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the  care  and  treatment  of  the  insane.  He  was  held  in  honor  by  the 
Psychological  and  Neurological  Societies  of  Britain  and  few  of 
his  contemporaries  received  as  much  recognition  abroad  as  he  did, 
having  been  elected  foreign  associate,  corresponding,  or  honorary 
member  of  various  Medico-Psychological  Associations  in  Belgium, 
France,  Italy,  and  America.  Dr.  Rutherford  was  bold  and  fear- 
less in  his  administrative  methods,  regarding  the  mentally 
ajfflicted  as  capable  of  more  trust  and  responsibility  than  had  previ- 
ously been  accorded  to  them  by  asylum  physicians.  He  was  not 
only  a  strong  supporter  of  the  non-restraint  system;  he  went 
further  and  adopted  the  open-door  system,  the  liberal  prescrip- 
tion of  healthy  outdoor  employment  and  exercise,  and  the  generous 
use  of  parole  both  within  and  beyond  the  grounds  of  the  insti- 
tution. No  man  had  a  kinder  heart  for  the  insane  than  Dr. 
Rutherford  and  there  can  be  no  doubt  that  the  extended 
adoption  of  his  methods  has  promoted  recovery  and  conduced 
towards  greater  contentment  and  happiness  of  the  insane.  His 
Majesty's  Commissioner  in  Lunacy,  writing  at  the  time  of  Dr. 
Rutherford's  retirement,  said  of  him :  "  The  toss  to  the  institution 
and  to  the  cause  of  progressive  lunacy  administration  in  Scotland, 
which  Dr.  Rutherford's  resignation  entailed,  can  only  be  truly  esti- 
mated by  those  who  had  watched  his  career,  and  who  are  inter- 
ested in  the  difficult  problem  of  the  care  of  the  insane." 

At  a  time  when  the  general  provision  for  the  housing  of  the 
insane  in  the  asylums  of  Scotland  was  not  so  liberal  as  it  now  is, 
he  was  one  of  those  who,  by  his  example  and  action,  promoted 
a  movement  which  resulted  ultimately  in  the  complete  structural 
renovation  of  almost  all  the  institutions  in  the  country.  The 
movement  was,  no  doubt,  often  open  to  the  charge  of  extrav- 
agance, but  its  general  influence  for  good  was  unmistakable. 

Dr.  Rutherford  was  a  man  of  tall  and  commanding  physique, 
energetic  and  sanguine,  and  of  great  amiability  and  personal  popu- 
larity. His  kindly  heart  and  genial  sympathy  endeared  him  person- 
ally to  his  directors,  staflf,  and  patients,  and  to  his  many  friends 
both  in  and  outside  the  profession.  He  was  for  many  years  a 
Justice  of  the  Peace  for  the  County  of  Dumfries,  and  he  leaves  a 
widow  and  family,  four  sons  and  four  daughters.  Three  of  the 
former  are  in  the  medical  profession,  and  two  of  the  latter  are 
married  to  doctors  in  the  specialty. 

Alexander  R.  Urquhart,  M.  D. 
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